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New Revised Edition 


J, NDOCRINE DISORDERS IN CHILDHOOD 
AND ADOLESCENCE 
By H. 8. LE MARQUAND, M.D., F.R.C.P., F. H. W. 
TOZER, M.D., M.R.C.P., and W. J. TINDALL, M.D. 
Completely rewritten to conform with current trends in 
Endocrinology and based on the personal observation and 
treatment of patients during the last twenty years. 
367 pages 90 photographic plates 32s. 6d. net 
English Universities Press Ltd., Warwick-square, E.C.4 


Third Edition 
INTRODUCTION TO 
ISEASES OF THE CHEST 
By JAMES MAXWELL, M.D.(Lond.), F.R.C.P.(Lond.) 
Physician, Royal Chest Hospital; Physician to the 
Ministry’s Mass X-ray Unit; Consulting Physician, 
Royal National Sanatorium, Bournemouth; late 
Physician, St. Bartholomew's Hospital. 
Demy 8vo 308 + xii 66 Half-tone Illustrations 
12s. 6d. net, plus 8d. postage. 
Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 
(['ECHNIQUES- IN PHYSIOTHERAPY 
Edited by 
F. L. GREENHILL, 8.R.N., M.C.S.P., T.H.T. 
Sister-in-Charge, Medical Rehabilitation Unit, Royal Free 
Hospital; Late Sister-in-Cbharge, Rehabilitation Unit, Hill End 
E.M.S. Hospital (St. Bartholomew’s); Former Member Council 
of Chartered Society of Physiotherapy. 
Assisted by 
C. B. HEALD, C.B.E., M.D., F.R.C.P., in Rheumatism and Arthritis. 
J. N. BARRON, F.R.C.S., in Burns and Injuries of the Hand. 
Mr. J. COLSON, M.C.8.P., M.A.O.T., Occupational Therapy in 
Medicine and Surgery. 
Pages 222 + x 8 plates 
12s. 6d. net, plus 7d. postage. 
Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 


Demy 8vo 34 figures 





FANCONI & WALLGREN’S 
TEXTBOOK OF phat Late dg 
English Edition odtes by W. . . COLLIS, M.A., M.D., 
F.R.C.P., F.R.C. -: D.P.H. 
Translated from the German ~ E. KAWERAU, M.B., 
M.Se., A.R.1.¢ 

Eight-page, illustrated brochure ay ailable upon request. 
1124 pages 440 illustrations 19 colour plates £7 7s. net 
Wm. . Heinemann Medical Books Ltd., Gt. Russell-street, W.C.1 


\ ANAGEMENT OF BURNS 
4 


Six articles prepared by a subcommittee of the 
BRITISH ASSOCIATION OF PLASTIC SURGEONS 
Reprinted from THe LANCET with an appendix 
These articles record the practice of surgeons who are treating 
burns every day and who see the good results of treatment 
that is carefully planned from the start. Here is their plan, 
fully but briefly set out. 
48 pages Price 2s, 6d. (postage 4d.) 
The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 


TH LAW AND ETHICS OF DENTAL 
PRACTICE 
By R. W. DURAND, M.R.C.S., L.R.C.P. 
Formerly Secretary of the Medical Protection Society 


and 
D. MORGAN, L.D.S. (Leeds) 
Formerly Deputy Dental Secretary of the British Dental 

Association 
Foreword by Professor R. V. BRapLAW, M.D.S. Dunelm, F.D.S8., 
M.R.C.S. Eng. . 
Professor of Oral Pathology, Durham University 

Director, Ne weastle- “upon- Tyne Dental School 


Expert guidance on the many \proble ms which confront the 
dentist 
Demy 8vo 98 + viii Price 7s. 6d. net, plus 4d. postage 
Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 








LATEST VOLUMES 








New (Fifth) Edition 


Now Available 


GYNAECOLOGY 


By DOUGLAS MacLEOD, M.S., F.R.C.P., F.R.C.S., F.R.C.O.G., Gynecological Surgeon, St. Mary's Hospital, London; Examiner in 
Obstetrics and Gynzcology, University of Cambridge and to The Royal College of Obstetricians and Gynacologists, and CHARLES D. 


READ, F.R.C.S., F.R.A.C.S., F.R.C.0.G., Director, Institute of Obstetrics 


and Gynacology, British Postgraduate Medical Federation, 


University of London. 


551 Illustrations, including 27 Plates in Colour 


80s. 





CHEMISTRY AND BIOLOGY OF PTERIDINES 
A Ciba Foundation Symposium 
143 Illustrations and Diagrams. 42s. 


PRACTICAL PHYSIOLOGICAL CHEMISTRY 
By P. B. HAWK, Ph.D., BERNARD L. OSER, Ph.D., and W. H. 
SUMMERSON, Ph.D. New (Thirteenth) Edition. 307 Illustrations, 
5 Coloured Plates. 85s. 


ences. ASPECTS OF THE AUTONOMIC NERYOUS 
SYST 
By L. A. GILLILAN, Ph.D., M.D., University of Pennsylvania. 
42 Illustrations. 45s. 


CLINICAL ENDOCRINOLOGY 

For Practitioners and Students 
By LAURENCE MARTIN, M.D., F.R.C.P., and MARTIN HYNES, 
M.D., M.R.C.P. New (Second) Edition. 39 Tilustrations. 20s. 





J). & A. CHURCHILL LTD., 104 GLOUCESTER PLACE, LONDON, W.I 
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IN 


CONSTIPATION 


MYCOLACTINE 


DOES NOT CREATE A HABIT 
ITS PURPOSE IS TO CORRECT ONE 


A balanced combination of bile salts, yeast, lactic ferments and 
vegetable extracts, designed for the restoration of natural bowel function. 


Literature and clinical sample on request 


7c RANGLO-FRENCH DRUG CO.4 
11-12 Guilford Street LONDON, W.C.1. 














Increasing demands on the practitioner’s time make the 
rapid control of asthma a matter of primary importance. 
FELSOL has for years been relied upon by doctors in 
all parts of the world to which it has been intro- 
duced, for the immediate and prolonged relief it gives in iy 
BRONCHOSPASM. Easy to take, FELSOL gives full relief in perfect 


safety (even in cardiac cases) without morphia or other narcotics. 


* NON-CUMULATIVE 


* NO CONTRA-INDICATIONS 


Clinical sample and literature on request 


BRITISH FELSOL COMPANY LTD., 206/212 ST. JOHN STREET, LONDON, E.C.! 
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THYROPHEM 


TABLETS 


A preparation in new form for use 
under medical advice, in the treat- 
ment of adiposity. 

EACH TABLET CONTAINS 
Dextro-Amphetamine Sulphate 5mgm 
Thyroid B.P. Gr. }. 

Packed in bottles of 50, 100, 500 
and 1000. 


® Write for Literature and samples :— 
.THE ARMOUR LABORATORIES 


Telephone : Telegrams : (ARMOUR & COMPANT ETO.) 
HAMPDEN PARK ARMOLAB 
renee HAMPDEN PARK, EASTBOURNE, SUSSEX 


740 





l, 


mn 


Deficien cy of 


en" ASTHMA 


In general, when one member 
of the vitamin B, complex is deficient 
in the diet, the other members of 


the group are also short. For this 
reason, multiple therapy is usually SPECIAL 
NOTICE 


adopted. 

Marmite yeast extract has been 
found to be particularly useful be- 
cause it provides several B vitamins os d 
together in a palatable form. It The Mintsry of Health havoqges 
supplies riboflavin, nicotinic acid, our new prices of RYBARVIN 


folic acid, pyridoxin, pantothenic . 
and RYBAREX and approve their 


acid, biotin, choline, inositol, and 
peminobensole acid. prescription on form E.C. to. 


MARMITE 


yeast extract 


Obtainable from Chemists and Grocers 
Special terms for packs for hospitals, welfare centres and schools 
Literature on application 
THE MARMITE FOOD EXTRACT CO., LTD. 
35, Seething Lane, London, E.C.3 
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er gang 
NICORBIN 
TABLETS 
— 


DOSE: 





While many patients on “ $ gr. phenobarbitone nocte” will wake refreshed 
from a good night's sleep, those needing somewhat higher doses may 
find that the depressive effects of the drug intrude into their early waking 
hours. It has been suggested that this may be due to the affinity of 
barbiturates for enzymes involved in brain respiration—enzymes in whose 
constitution vitamins of the B group play an important part.* 
But now it appears that this affinity is readily broken by components 
of the B group or ascorbic acid. That is why the simple measure 
of taking one or two NICORBIN Tablets on waking 
is so successful in countering barbiturate “* hangover.” 

*Proc. Roy. Soc. Med., 1954, 47, 215 


NICORBIN 


TABLETS —s 


Each tablet contains: Aneurine hydrochloride B.P. (B,), 
1 mg; Riboflavine B.P., 1 mg; Nicotinic acid B.P., 10 mg 
Ascorbic acid B.P.(C), 25 mg. In bottles of S50& 500 tablets 


GLAXO LABORATORIES LIMITED, GREENFORD, MIDDLESEX BYRon 3434 

















4>triking a new note 
a in ORAL CHLORAMPHENICOL therapy 


Chloramphenicol cinnamate, a new tasteless derivative of 
chloramphenicol which leaves no residual bitterness on the 
tongue after oral administration, has been combined with 

; KY atropine to form Alficetyn Suspension, a palatable preparation 
cinnamate which has a wide range of therapeutic activity when given by 


mou 


Alficetyn Suspension contains in each teaspoonful (4 c.c.), 
Pad chloramphenicol cinnamate equivalent to 125 mg. chloram- 
with atropine phenicol B.P., and atropine sulphate 0.032 mg. 
\ 


alts ALFIGETYN SUSPENSION 


CHLORAMPHENICOL CINNAMATE with ATROPINE 


A&H product 


s 


ALLEN & H 


al B/S 





th. 


Bottles of 60 c.c. 





ANBURYS LTD a 


2OLINES TELEGRAM REENBURYS BETH LONDON 








Tue Lancer] THE LANCET GENERAL ADVERTISER [JAN. 8, 1955 





TOLSERAM 





MEPHENESIN CARBAMATE 


The new SQUIBB product 

for the treatment of — 
Disseminated Sclerosis 
Paraplegia, Hemiplegia, 
Rheumatic Disorders 
Choreo - athetosis 


Literature gladly sent on request. 


SQUIBB 


E. R. SQUIBB & SONS, 17-18 OLD BOND STREET, LONDON, W.!. Tel. HYDE PARK 1733. 





*‘WYOVIN’ 


ATROPINE -LIKE ACTION WITHOUT MYDRIATIC OR SALIVARY SIDE EFFECTS 






TO CONTROL 
HYPERMOTILITY AND PAIN 


in peptic ulcer 


The use of atropine or belladonna to quieten 
gastric movements and “hunger pain” in the 
treatment of peptic ulcer has hitherto been 

complicated by blurring of vision and dryness 
of the mouth. ‘WYOVIN’, the new Synthetic anti- 
spasmodic, exhibits the smooth muscle relaxant effects of 








atropine to the full, without visual or oral disturbance. 


© b ] 

WYOVIN 

(Wyeth) 10 mg. tablets available in Trade Mark 
bottles of 50 and 250. DICYCLOMINE HYDROCHLORIDE 


John Wyeth & Brother Limited, Clifton House, Euston Road, London, N.W.J 











t 
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Elastoplast 
Bandaging 
Technique 
















In the treatment of 
gravitational ulcers . . . careful 
bandaging is essential 

in order to achieve the 

best results. . 

Seepage of discharge 

beneath a bandage may 

be prevented by 

cutting small holes in the 


bandage as illustrated. 





Cotton wool, held in place over holes by 
a further strip of Elastoplast, absorbs 


discharge. See illustration opposite. 


The Elastoplast Bandage with Porous Adhesive complies with 
the B.P.C. It provides firm adhesion, compression and support 
while permitting free evaporation of skin exudates. Full details 
from Smith & Nephew Ltd., Welwyn Garden City, Herts. 





Outside the British Commonwealth, Elastoplast and Elastocrepe are known as Tensoplast and Tensocrepe respectively. 


- 
v0 
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for patients wiih 
nausea and vomiting 
of pregnancy 


Nidovital 













CAPSULES 
ee . 
make more mornings 
. Pai 
good mornings * 
\<— 
each copsule contains: s 4, 
Pyridoxine Hydrochloride 50 mgm \ ry 
di-Methionine .............. 100 mgm . 
Nicotinamide ............... 25 mgm 
Benzocaine .. ceseeeeee 100 mgm : a. 
Pentobarbital sodium ...... IS mgm rr — 4 
my -_ 
ea 





Ortho Pharmaceutical Limited - High Wycombe - England £ ¢ 
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THIS WOMAN is in shock. Her blood 
pressure must be raised swiftly and main- 
tained, now, during any operation which 
may follow, and in the post-operative 
period. 

A CLEAR CASE FOR DEXTRAVEN 
the optimal fraction dextran. . 
DEXTRAVEN raises the blood pressure 
swiftly and surely, and because there is 

minimum wastage stays in the circula- 












tion in significant concentration during 
the critical 24 hours. 

DEXTRAVEN Can be given immediately by 
intravenous infusion. It is* stable indefi- 
nitely under all climatic conditions— no 
special storage precautions are necessary. 
DEXTRAVEN is approved by the Ministry 
of Health. Fully descriptive literature is 
available and a Technical Information 
Service is always at your disposal. 





A 


BENGER LABORATORIES LIMITED - HOLMES CHAPEL - CHESHIRE BENGER } 





PRODUCT 
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There are buffers 
and buffers 










—but Prodexin has all the attributes 
of a true buffer,* and more besides : 





1 


It keeps gastric acidity down 
to an equable level (pH 3-5 
to 4-5). 


2 


Itdoes notalkalise the stomach 
contents, so that acid rebound 
cannot occur. 


3 


Its effect is consistent and 
prolonged. 


4 


It does not vary in potency. 


5 


It is pleasant and safe to take, 
conveniently packed and is 
not extravagant to prescribe. 


* Reference: 
Practitioner, 173: 46, 1954 


at 
PRODEXIN 






reliably controls 













Formula 
IN SUIT ETS ST ee 0-9 gm 
DRRGORINED COTOTIID onnccccsccsaseccteccecacscstccees 0-1 gm 













Packages 
Cartons of 30 individually wrapped tablets. 
Dispensing packs of 240 tablets 













Cc. L. BENCARD LTD. PARK ROYAL, * ey LONDON, N.W.10 








iene 
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— @HEMOTHERAPY OF TUBERCULOSIS ~~ 


The concurrent use of PAS salts 
ae is now fully recognized as a major therapeutic measure ———~_ 


against all forms of tuberculosis. 


Aminacyl PAS Salts | 


BRAND | 















‘Aminacyl’ PAS products, with the exception of the 
Granulate (Ca PAS only), are available as either Sodium 
PAS B.P. or as the Calcium Salt. 

They include whatever commonly used forms may be 
prescribed in terms of physicians’ choice and patients’ 
preference— 


PACKS: Cachets 1.5 z. scusssseeeef00’s 500"s 
2.0 g. scctiaceabeages 80’s 400’s 
Dragées 0.5 g (plain) 250’s 1,000’s 
0.75 g. (enteric-coated) .... 250’s 1,000’s 
Bulk Powder ............... Ikg.  5kg. i 


Granulate (Ca PAS)..........400 g. 2,000. J 


™7¢6 9 
‘Aminacyl B-PAS 4227 
4-Benzoyl PAS) 
BRAND 
| This new modification of PAS has the advantage of providing 
therapeutic effect comparable with that of Na and Ca PAS, 
but with smaller dosage. Furthermore, it is completely non- 


toxic, and is almost completely tasteless. 


PACKS: ‘Aminacyl’ Ca B-PAS Powder: Tins of 150 and 500 
A envelopes each 3.5 g. . 


‘Aminacyl’ Ca B-PAS Cachets: Tins of 80 and 400 x 1 g. 


‘Aminacyl’ Sodium B-PAS Cachets are also available in 
tins of 80 and 400 x 1.5 g. 


6, e % : 
Pasinah combined PAS/INAH Cachets 






BRAND Pe 


for convenient prescription of PAS and Isoniazid concurrently 
*‘PASINAH’ Cachets each contain 1.5 g. Na PAS (Sodium 
p-Aminosalicylate B.P.) and 17 mg. Isonicotinic Hydrazide. 


PACKS; Standard Tins of 100 and 500. Details of institutional —, 
quantities on request. f 


a 


Further information from the Medical Dept. y 


apap ch A. WANDER LIMITED 
42 Upper Grosvenor St., London W.1. Phone: GROsvenor 3931. 


ee CANADA: A. Wander Ltd., Peterborough, Ontario. AUSTRALIA: A. Wander Ltd., Devonport, Tasmania. 
NEW ZEALAND: A Wander Ltd., Christchurch. INDIA: Grahams Trading Co. (India) Ltd., 16 Bank Street, 
Bombay. PAKISTAN: Grahams Trading Co. (Pakistan) Ltd., P.O. Box 30, Karachi. CEYLON: A. Baur 


& Co. Ltd., Colombo. So el 


M.387 
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The paroxysmal abdominal pain of infantile 

colic is a result of smooth muscle spasm of the 

gastro-intestinal tract. It is therefore most effectively relieved 
by the administration of ‘Merbentyl’ Syrup, the new form 

of the antispasmodic ‘ Merbentyl’. Strikingly free from the side 


\ effects usually associated with antispasmodic therapy, ‘ Merbentyl’ 





Syrup is particularly suitable for administration to infants and 


children; especially as they enjoy its clean, clear taste. . om 


‘Merbentyl’ Syrup is available in bottles of 4 and 20 Fl. oz. } 
*Merbenyl’ Syrup with Phenobarbitone is also available, in the same sizes. 


MERBENTYL 


SYRUP 





distributed in the United Kingdom & Eire by 
RIKER LABORATORIES LIMITED, LOUGHBOROUGH, LEICS., 


for the Wm. S. Merrell Company, London. 


10 














ALSO AVAILABLE 


‘Merbenty!’ Tablets each containing 
10 mg. Diethylaminocarbethoxy- 
bicyclohexy! hydrochloride. 
‘Merbentyl’ with Phenobarbitone 
Tablets each containing 10 mg. 
Diethylaminocarbethoxy bicyclohexyl 
hydrochloride and 15 mg. Pheno- 
barbitone. 

Each in bottles of SOand 2 50 tablets 
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Reproduction of a 

sixteenth century woodcut 
appearing in the 

Garden of Roses for Pregnant 


Women, by Roslin. 


Oblivon is an entirely new drug with 
the unique property of diminishing 
the mental and physical accompani- 
ments of nervous tension and appre- 
hension. The indications are as wide 
as medicine itself and include the 
relaxation of the patient in labour, 
the calming of the elderly sleepless 
patient, safe sedation for the fretful 
child, and the day-to-day management 
of the psychoneurotic. 

There are no contra-indications to 
the use of Oblivon. 
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OBLIVON 


Presentation: Sea-blue Elixir containing 250 mg. methylpentynol in 4 c.c. 


Capsules are also available. 


BRITISH SCHERING LIMITED, 229 Kensington High Street, London, W.8 


Tel.: WEStern 8111 
ll 
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A physiological method 





of treating constipation 
































Senna is a neuro-muscular stimulant of 
peristalsis and produces a good imitation of 
normal defaecation. Such a physiological effect 


is of great value in restoring natural rhythm. 


This is in marked contrast to the actions 
of salines and of liquid paraffin which have 


serious disadvantages for prolonged administration. 


Through the production of Senokot, the first 
stable, standardised preparation of senna, the 
full therapeutic activity of the drug has been made 


available and its re-educative value demonstrated. 


Senokot 


REGD. 


STANDARDISED SENNA GRANULES 


Restores natural rhythm 








Lancet, 1952, 1, 655. Dose: children 4—1, adults 1—2 teaspoonfuls. 
ibid 1953, 1, 497 and 602, Sizes : 2 0z., 6.0z. ; dispensing pack of 2 Ib. 
Practitioner, 1953, 170, 266. Category 3: Joint Committee on Prescribing. 


Medical Press, 1954, 231, 521. Senokot is not advertised to the public. 
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for successful peptic ulcer therapy 
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Gasrarc Anacrsis 


Superimposed gruel fractional test-meal 
curves of five cases of duodenal ulcer 
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Gasrarc Anacrsis 


Same patients as in Fig. 1, two days later, 
showing the striking neutralizing effect of 
sucking Nulacin tablets (3 an hour). Note 
the return of acidity when Nulacin is 
discontinued. 


NULACIN 

is available throughout the British 
Commonwealth, in the U.S.A. and 
many other countries. It is known 
as Nulactin in Canada and Sweden. 





NEUTRALIZATION of gastric hyperacidity has long been acknow- 
ledged as the first requirement of successful peptic ulcer therapy. 
In the past it has only been possible to achieve this with milk-alkali 
drip therapy under hospital conditions. 

Now NUuLACIN provides all the advantages of milk-alkali drip 
therapy without the discomfort of a tube and without inconvenience 
to the patient. 


INDICATIONS 

NULACIN tablets are indicated whenever neutralization of the gastric 
contents is required: in active and quiescent peptic ulcer, gastritis, 
gastric hyperacidity. 

Beginning half-an-hour after food, a NULACIN tablet should be placed 
in the mouth and allowed to dissolve slowly. During the stage of ulcer 
activity, up to three tablets an hour may be required. For follow-up 
treatment, the suggested dosage is one or two tablets between meals. 

NULACIN tablets are not advertised to the public and have no B.P. 
equivalent. May be prescribed on E.C.10. The dispensing pack of 
25 tablets is free of Purchase Tax. (Price to pharmacists is 2/-). Also 
Available in tubes of 12. 

NULACIN tablets are prepared from whole milk combined with 
dextrins and maltose, and incorporate Magnesium Trisilicate 3.5 grs.; 
Magnesium Oxide 2.0 grs.; Calcium Carbonate 2.0 grs.; Magnesium 
Carbonate 0.5 grs.; Ol. Menth. Pip. q.s. 


BIBLIOGRAPHY: 

The Control of Castric Acidity, Brit. Med. 
J. 26th July 19.2, 180-182 

Medical Treatment of Peptic Ulcer, Med. 
Press, 27th February 1952, 195-199 

The Effect on Gastric Acidity of “Nulacin” 
Tablets, Med. J. Aust. 28th November 
1953, 823-824 

Control of Gastric Acidity by a New Way of 
Antacid Administration, J. Lab. Clin. Med. 
1953 42:955 

Further Studies on the Reduction of Gastric 
Acidity, Brit. Med. J., 23rd January 1954, 
183-184 

Clinical Investigation into the Action of 
Antacids. The Practitioner, July 1954,173:46 


HORLICKS LIMITED 


PHARMACEUTICAL DIVISION SLOUGH BUCKS. 
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Because Rauwiloid is free from the 
eee inert matter in the crude root 


and its undesirable substances (for instance yohimbine 


type alkaloids). 


Because Rauwiloid contains, besides 
eee reserpine, a number of active 
hypotensive alkaloids, for example rescinnamine 


* (recently isolated by Riker Research) and reported 
more hypotensive and less sedative than reserpine. 


Becoute Rauwiloid (constant in potency 


¢*¢ and action), is fractionated 
only from carefully identified, unadulterated Rauwolfia 
serpentina, Benth. 


* Pharmacological Studies with Rescinnamine. a New Alkaloid Isolated from 
Rauwolfia serpentina, Proc, Soc. Exper. Biol. and Med., 1954, 86. 


™ A 


~ 


Reticence 
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There i 1S $0 other Rauwolfia product | like. ae a . 


he ms 


——— aart™” TWO TABLETS NIGHTLY 


SE eee Co eS 








Detailed literature on request 


LOUGHBOROUGH, LEICS. 


RIKER LABORATORIES LTD 


Registered users of the trade mark ‘RAUWILOID’ 
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y EFFECTIVENESS 
| PRACTICE 


. ppove 
nERA 





Over four years’ usage in general medical practice throughout 
the world has established Chloromycetin as today’s foremost 
broad spectrum antibiotic. Among the significant advan- 

tages that have placed Chloromycetin in this unrivalled 

position are its rapidity and effectiveness of absorp- 

tion, swift consistent response, outstanding tissue 

diffusibility plus a remarkable flexibility of treat- 

ment to meet varying clinical conditions. Development 

of resistance to Chloromycetin by the common pathogens 

is extremely rare and the facility with which it is absorbed 


accounts for the low incidence of gastro-intestinal upset. 


CHLOROMYCETIN CAPSULES 


SUSPENSION CHLOROMYCETIN PALMITATE 





CHLOROMYCETIN OPHTHALMIC 


CHLOROMYCETIN OPHTHALMIC OINTMENT 
GHLOROMYCETIN GREAM 1°% 





giNi gar Onn PHENGaL 
THE ORI 


CHLORSTREPTIN CAPSULES 
CHLOROMYCETIN TOPIEdde 


PARKE, DAVIS & COMPANY, LIMITED (Inc. U.S.A.) Hounslow, Middlesex. Tel: Hounslow 2361 


433 
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*VIULES’ 
STREPTOMYCIN 


The first British disposable cartridge presentation of 
a stable Streptomycin Sulphate solution. 

‘Viules’ of 2 ml., each containing Streptomycin 
Sulphate equivalent to 1G of Streptomycin. 





IN BOXES OF 6 AND I00 


F = * VIULES” 
PRO-STABILLIN A.S. 


‘Viules’ of Pro-Stabillin A.S. now contain a mew and 
improved free-flowing aqueous suspension of Procaine 
Penicillin. 

‘Viules’ containing 300,000 I.U. and 600,000 I.U. 














IN BOXES OF 6 AND I00 











‘Viules’ Disposable Medical 
Cartridges are first choice in 
Parenteral Antibiotic Therapy 
FOR :— 


Pre-measured doses—No wastage— 
Aseptic injection in seconds. 





Please write for further details to Medical Dept. 
BOOTS PURE DRUG COMPANY LIMITED 
NOTTINGHAM, ENGLAND 
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Wyeth have pleasure in announcing further price 
reductions to take effect as from 


Monday, January roth, 1955 


PENIDURAL onra_ suspPENSION 60 «.. 


AND 


PENIDURAL a tt-rurposeE INJECTION 


I.2 mega-units 
will be available to hospitals and dispensing 
pharmacists from that date at the new 


reduced prices. 
‘ Penidural’ is a registered trade mark 


JOHN WYETH AND BROTHER LIMITED 





CLIFTON HOUSE, EUSTON ROAD, N.W.I 
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for 
Motion Sickness 


treatment or prophylaxis 





The value of ‘ Dramamine ’ in the 
prophylaxis and treatment of all forms 
of motion sickness has now been clearly 
established. Side effects are so slight 
that ‘ Dramamine ’ may confidently 

be prescribed for all travellers by land, 
sea or air to enable them to undertake 
their journeys happily and well. 

* Dramamine ’ is also beneficial in the 
symptomatic control of nausea and 
vomiting due to pregnancy, electro- 
convulsive therapy, narcotisation and 


certain drugs (antibiotics, etc.). 


SEARLE 


Ethical Pharmaceuticals 
since 1888 


c.o. SEARLE «co... 


Manchester Street 
London, W.1. 


Telephone : Welbeck 1306. 


17; 















SEARLE 


Drama 


= 


mine 


















The therapeutic efficacy of ‘ Dramamine’ 
also extends to Méniére’s Syndrome, 
irradiation sickness, the vertigo of 
hypertension, fenestration procedures 
and labyrinthitis. ‘ Dramamine’ is 
valuable in treating vestibular dys- 
function after streptomycin therapy. 
It may be administered orally and 
rectally, and dosage may be continued 
over long periods if necessary. 

‘ Dramamine ’ is supplied as 50 mg. 
tablets, in bottles of 12, 36 and 1,000 
and in strips of 100 tablets. 


Literature on request. 





* TRADE MARK. 
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A NEW ADJUVANT IN THE TREATMENT 
OF RESPIRATORY DISORDERS 


Lloyd-Hamol Ltd., of London and Zurich, presents to 


the medical profession a new decongestive salve, 


Thoracin, for the symptomatic relief of coughs, cold 


and respiratory disorders. 














This diagram shows how Thoracin components pene- 
trate the skin, are carried by the bloodstream to 
the alveoli and excreted there to exert their effect. 








> The Thoracin formula is based on the same 
principles that have made Transvasin so suc- 
cessful in the treatment of rheumatic con- 
ditions. 

> Thoracin is composed of esters of substituted 
hydroxy aromatic derivatives. 

> Thoracin achieves the effect of the classic 
counter-irritant remedies — poultices, plasters 
and cupping — without irritation of the skin, 
> Thoracin contains a new ester of Guaiacol 
that is entirely free from the evil smell and 
irritant effect associated with this phenol 
derivative in its pure form. This ester easily 
penetrates the skin, and is excreted in the 
alveoli, where it exerts its well-known action. 
> Thoracin ensures vasodilation of the super- 
ficial skin vessels by the use of esters of nico- 
tinic acid. , 

> Thoracin relieves reflex spasm of the pectoral 
muscles by the use of the tetrahydrofurfuryl- 
ester of salicylic acid. . 


J > Thoracin brings to the alveoli via the blood 


stream the sedative, antispasmodic, and expec- 
torant properties of camphor and eucalyptus. 
THORACIN is available in 1 oz. tubes — 
basic price 2/6 plus 74d. P.T. It is an ethical pro- 
duct, and is not advertised to the public. Since 
avery small quantity is sufficient for each appli- 
cation, the cost of treatment is extremely low. 
Samples and literature will be gladly sent on 
application. 





FORMULA 
Phenyl Ethyl Nicotinate 2.0% w/w 
Guaiacol Furoate 5.0% w/w 
Tetrahydrofurfuryl Salicylate 10.0% w/w 
Camphor 3.0% w/w 
Eucalyptol 2.0% w/w 
Water-Miscible Base to 100.0% 
7 


LLOYD-HAMOL LTD. 


11 WATERLOO PLACE, LONDON S.W.1 
AND AT ZURICH 


Thoracin is the registered trade mark of Lloyd-Hamol Ltd. 








MADE BY THE MANUFACTURERS 
OF TRANSVASIN 
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Tetracycline Lederle 


way ahead 


@ more rapidly absorbed 

@ quicker diffusion in body tissues 
® greater stability 

@ more prolonged blood levels 

© fewer side effects 


The medical profession has been quick to recognise that ACHROMYCIN 
represents a striking advance in antibiotic therapy. Not only is it a highly efficient drug, but 
it is also remarkably safe in use and simple to administer. In most cases, oral administration of 
ACHROMYCIN will secure high and prolonged levels in the blood and tissues that are all-important 
for therapeutic success. 


ACHROMYCIN is effective against Gram-positive and Gram-negative 
cocci, Gram-negative bacilli, certain protozoa, viruses and rickettsia. In terms of hospital economics, 
; ACHROMYCIN helps to shorten hospital stay, simplifying nursing care and making beds available 
more quickly. 
Capsules: 50 mg.—-vials of 25 and 100; 250 mg.—vials of 16 and bottles of 100. 
Intramuscular: vials of 100 mg. 
Intravenous: vials of 250 mg. and 500 mg. 
SPERSOIDS| Dispersible Powder: Jars of 36 Gm. and 75 Gm. Each teaspoonful 
contains 50 mg. of Achromycin Tetracycline. 
Paediatric Drops: Bottles of 10 c.c. 
Oral Suspension: Bottles of 1 oz. 


Achromycin is at present only available to Hospitals. * Regd. Trade Mark t Trade Mark 
LOOK TO . 
LEDERLE LABORATORIES DIVISION 
? 
FOR LEADERSHIP BUSH HOUSE - ALDWYCH - LONDON - W.C.2 + TEMPLE BAR 5411 
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consensus | 


GREAT BRITAIN 


“Mysoline: A New Drug in the Treatment of Epilepsy”, 
Lancet, (1952), i, 742. 

—_— in the Treatment of Epilepsy’, 
102 
Pt wes in the Treatment of Epilepsy”, Lancet, (1953), i, 
**Mysoline in the Treatment of Epilepsy”, Lancet, (1953), ii, 42. 
“Value of Primidone in Epilepsy”, Brit. Med. J., (1953), ii, 540. 
“*Primidone (Mysoline) in the Treatment of Clinical Petit Mal 
in Children”, Lancet, (1954), i, 19 
“Primidone in the Treatment of Non-Idiopathic Epilepsy”, 
Lancet, (1954), i, 21. 


COMMONWEALTH 


Australia 


“Report on ‘ Mysoline’ in the Treatment of Mental Hospital 
Epileptics”, Med. J. Aust., (1953), 40, ii, 705. 

3 —— —Its Use in Epilepsy”, Med. J. Aust., (1953), 40, 
ii, 707. 

“* * Mysoline’: 
Treatment of Refractory Cases of Epilepsy”, 
(1953), 40, ii, 709 


Lancet, (1953), i, 


A Clinical Evaluation of a New Drug in the 
Med. J. Aust., 


Canada 


““Mysoline, A New Anticonvulsant Drug. Its Value in Refrac- 
tory Cases of Epilepsy”, Canad. Med. Ass. J., (1953), 68, 464 
‘““Mysoline in the Treatment of Epileptic and Non-Epileptic 
Psychiatric Patients’, Canad. Med. Ass. J., (1953), 68, 570. 


AMERICA 
United States 


“Treatment of Epilepsy 
Psychiat., (1953), 70, 4, 469. 
“The Use of Mysoline in the Treatment of Epilepsy”, J. Pediat 
(1953), 43, 4, 413. 

“The Role of Some Experimental Ant 
seeente and 1461L.”, Med. Ann. I 


with Mysoline”, Arch. Neurol. 


ynvulsants, Mysoline, 
Columbia, (1953), 22, 


a Naynolies and Milontin. 
Neurology, (1954), 4, 137. 


“UN 


Two New Medicines for Epilepsy”, 













An entirely new anticonvulsant, 
possessing the advantages of high 
efficacy, low toxicity, and freedom 

from hypnotic effect, ‘Mysoline’ 

is now internationally recognised 
as an important advance in 
the treatment of epilepsy 


“Clinical Evaluation of Primidone (Mysoline), New Anti- 
convulsant Drug”, J. Amer. Med. Ass., (1954), 154, 10, 827. 
“*Mysoline in Epilepsy”, Texas Sta. Med. J., (1954), 50, 290. 


Mexico 


“Informe Preliminar Sobre el Resultado de 1a Administracion 
de Mysoline en un Grupo de Epilépticos”, E/ Medico (Mexico), 
(1953), 35 7, 28. 


EUROPE 

Austria 

“Therapeutische Erfahrungen mit Mysoline—Vorlaufige Mit- 
teilung”, Wein. med. Wschr., (1953), 103, 45, 849. 

Belgium 


“Premiers résultats au sujet d’une nouvelle drogue antiépilep- 
28 


tique”, Acta neurol. psychiat. belg., (1953), 53, 10, 628. 
Denmark 

** Mysoline, et nyt antispasmodicum.—En forelobig opgorelse’’, 
Ugesk. Laeger, (1953), 115, 25, 989. 

France 


“Traitement de bea og par le 5-phényl-5-ethyl-hexahydro- 
7 57 perce Sem. Hop. Paris (Sem. Med.), (1953), 
29. 


> 67, 


Switzerland 
“ Mysoline, ein neves Antiepileptikum”, Ars Medici, (1954), 44, 


116. 
“Behandlung der ewe mit *Mysoline’ ” med., 
Wschr., (1954), 84, 16, 446 


Yugoslavia 
“Nasa prva iskustva sa Mysolinom”, Neuropsihijatrija, (1953), 


so? 


, Schweiz. 


A ANTICONVULSANT 





NEW 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 


A subsidiary company of Imperial Chemical Industries Limited 


Fulshaw Hall, Wilmsiow, Manchester 
Ph.473 
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A well-proved formula 


THYRODEX 


TABLETS 


Excess weight puts a brake 









on physical activity 


Thyrodex tablets contain 
dexamphetamine sulphate to 
depress the appetite and 
thyroid substance to 


reduce fat stores. 








Literature and samples on request. 


PAINES & BYRNE LTD., Pabyrn Laboratories, Greenford, England 
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BUTAZOLIDIN 


Regd Trade Mark 


: in osteoarthritis 


Butazolidin in small doses has been found 

effective in the majority of cases of osteoarthritis. 

Relief from pain is usually experienced within a few days 
of commencing treatment and improvement in mobility 
of an affected joint is often of a greater degree than can be 
accounted for by analgesia alone. Osteoarthritis of the hip 
is particularly responsive to treatment with Butazolidin. 
Prescribable on N.H.S. Form E.C.10. Butazolidin is 

included in schedules 1 and 4 of the Poison Regulations. 


Available in tablets containing 100 mg. and 200 mg. and in 


solution for injection in ampoules of 5 ml. containing 1000 mg. 


Detailed literature is available on request. 


Igy 


PHARMACEUTICAL LABORATORIES GEIGY LIMITED. 
Rhodes, Middleton, MANCHESTER 
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Introducing a NEW 
preparation for the 


symptomatic relief of asthma 








DOSAGE: Adult — 
Average dose is one tablet every four 


hours, taken after meals if possible. 


DOSAGE: Children— 
6-12 years: 4 tablet not more often 
than four hourly 


Under 6 years: as decided by the physician. 


PACKING AND PRICES: 

Tedral is supplied in bottles of 50 and 
500 tablets. The dispensing pack of 500 
Tedral tablets is supplied to chemists 
at 26/-, and 29/- each Enteric Coated. 


‘No Warner preparation has ever been advertised to the public. 
WILLIAM R. WARNER & CO. LTD., Power Read, Lendon, W.4. 


24 


_Tedral | 


Tedral offers in a single tablet, the combined effects of three 
drugs, each of them valuable for the symptomatic relief of asthma. 
THEOPHYLLINE, to relax the spasm of the 





bronchial musculature. 
EPHEDRINE HYDROCHLORIDE, to relieve oedema of the 
bronchial mucosa in addition to relaxing the bronchial muscles. 
PHENOBARBITONE, to relieve the anxiety 

of the asthmatic patient. 





TEDRAL ENTERIC COATED is also available to give symptomatic 


relief of asthma four hours after administration. 


TEDRAL ENTERIC COATED is therefore indicated for 


administration to the patient with nocturnal asthma. 


DOSAGE : | tablet of Tedral and 1 tablet of Tedral Enteric 
Coated on retiring, give eight hours symptomatic relief of asthma. 
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*ILOTYCIN’ tablets 
100 mg. & 200 mg. in 
bottles of 24 & 100. 





Bassanio’s choice of the leaden 


casket was a nice blend of luck and Average Dose : 
judgment; but there need be no doubt 1-2Gm. daily in divided 
in the mind of the physician who doses at 4-6 hour 
wishes to select the most potent intervals. 
antibiotic against staphylococci, strep- ‘ILOTYCIN’ Pediatric 
tococci and pneumococci. Flavoured oral suspen- 
‘ILOTYCIN’ brand erythromycin sion for children in 
exerts a prompt bactericidal effect bottles to make 60 cc. 
against these and other Gram-positive (5cc.-100mg. ‘Ilotycin’). 


organisms. Adequate two-hour blood 


levels are readily attained after oral Average Dose : 








administration. ‘Tlotycin’ causes + teaspoonful per stone 
minimal disturbance of. the intestinal bodyweight every six 
flora, and no toxic diarrhoeas have hours. 

been reported from its use. ‘Ilotycin’ %. S3 
is safe and well tolerated. 





e@ @@e_ in Sinusitis + Septic Sore Throat - Bronchopneumonia 
Lobar Pneumonia - Wound Infections - Breast Abscess 
Staphylococcal Septicaemia ° Cellulitis - Diphtheria Carriers 


wué WUOTYCIN fasten be ces 


No othe, 
id tabi P 
*% THE ORIGINAL ERYTHROMYCIN bined teva (aster or nating 





lly EL! LILLY AND COMPANY LIMITED, BASINGSTOKE, ENGLAND 
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CEREVON ... oral organic iron therapy 





During the third trimester the increasing rate of CEREVON ELIXIR 

foetal growth makes heavy demands on the FORMULA : Each teaspoonful contains : Ferrous 
ie : nat Gluconate 300 mgm., Aneurine Hydrochloride 

maternal iron eter — are not adequately 1 mgm., Riboflavin 1 mgm., Nicotinamide 1Umgm. 

met by the normal dietary intake. Packs: Bottles of 4, 20, 40, and 80 fl. ozs. 


Prices: S5Sj/-, 24/-, 46/-, 90/-. 
CEREVON TABLETS 


The risk of gastric upset from ferro-therapy during 
this period is considerably lessened by the admin- 

: : FORMULA: Each tablet contains: Ferrous 
istration of CEREVON (Ferrous Gluconate)—an Gluconate 300 mym. 


organic iron—which will rapidly build up the deficit Tax Free Dispensing Pack. 1,000 tablets 29/8. 
of iron in the tissue depots to the mutual benefit of 


the expectant mother and foetus. 
CEREVON is available in both tablet and CEREVON 
palatable liquid form. In addition to the organic / mA yt 

iron Ferrous Gluconate, ELIXIR CEREVON 
contains the Vitamin B complex, a valuable 





FERS LS ER OS SS A EE OS OS SE PY PL SE CS LES EP SS LE SS SS SD EN OED Se aes D SD Gaim cio Gene can cm et ame Gem we 


adjuvant to the ante-natal regime. PRESCRIBE CEREVON BY NAME 
CREWE LONDON 
Telephove C A L M { he | * I M I T E D 2 Mansfield Street, W.1 
Crewe 3251-5 Telephone LANgham 8038-9 | 








we 


Ce oe men! | 
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he’s taken the 
day in his 


stride 


In this age of unrest and hurried living a large proportion of 
those seeking medical aid are beset by vague feelings of depres- 
sion and anxiety ; factors which may seriously impede recovery 
from physical illness. 

Anxine Tablets provide comprehensive symptomatic treatment of 
anxiety states, psychoneuroses and psychosomatic disorders by 
improving mood and increasing confidence, by inducing gentle 
sedation and allaying anxiety and by securing the optimal degree 
of muscular relaxation. 


— ANXINE 


FOR AN X S Oe So 2&4 8-5 


Each tablet contains dexamphetamine sulphate 2°5 mg., cyclobarbitone 35 mg. 
and mephenesin 120 mg. 














LONDON 


REENBURY 





HANBURYS 


4OPSGAT 


& 


HONE: BIS 


ALLEN _LTD 


M 
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LOOK TO 


First step to recovery 


General practitioners can depend on Aureomycin Capsules to secure prompt 
and effective concentrations of the antibiotic in the tissues. That is 

why this convenient and oral therapy is so often the only step needed to 
control many of the infections met with in everyday practice. 

This form of therapy with Aureomycin is particularly economical as the 
Capsules are effective in remarkably low dosage ...a typical therapeutic dose 


for adults being only four 250 mg. capsules daily. 
5S et g 2 


AUREOMYCIN Capsules 


50 mg. Bottles of 25 and 100 
250 mg. Bottles of 16, 100 and 1000 


AUREOMYCIN is also available as :— 

DENTAL CONES + DENTAL PASTE + INTRAVENOUS{ + NASAL - 
OINTMENT + OPHTHALMIC - OPHTHALMIC OINTMENT «+ ORAL DROPS - 
OTIC + SOLUBLE TABLETS + SPERSOIDS* Dispersible Powder + 

SYRUP + TROCHES - VAGINAL POWDER 


* Trade Mark 3 At present available only to hospitals. 


WHEN IT’S A CASE OF INFECTION... LOOK FIRST TO AUREOMYCIN 


FOR LEADERSHIP 


LEDERLE LABORATORIES DIVISION Cjanamid Products Lid BUSH HOUSE, ALDWYCH, LONDON, W.C.2 TEMpl: Bar 5411 
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Clearing the Channel ; 


An action firm but gentle, prompt but lasting—that is the requirement when 


clearing nasal congestion. ‘Vasylox’, a new vasoconstrictor, meets this need. 
‘Vasylox’ restores free breathing without causing central stimulation, sleep- 
lessness, or interference with ciliary motility. Neither irritating nor stinging, 
it may be used for patients of any age, even for infants. ‘ Vasylox’, which 
contains 0-25 per cent of methoxamine hydrochloride, is issued in 1/2 oz. 


bottles with separate dropper. 





aL .\> ae) Ge 


SOLUTION OF METHOXAMINE HYDROCHLORIDE 


FOR NASAL CONGESTION 





BURROUGHS WELLCOME & CO. che weiicome FOUNDATION LTD) LONDON 
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Since B.D.H. introduced its first 
products of steroid research in 


a ro o_o, _ 


1933 the substances have been 
the subject of continuous study 
in the B.D.H. Research Lab- 


oratories. Today, countless 


<= 


thousands of people are assisted 


( 
( - : 


Oo 


through the critical phases of 
life by 


B.D.H: 
SEX HORMONES 


Reduced basic N.H.S. prices for the majority of B.D.H. Sex 
Hermones become effective on roth Fanuary. 
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*MEPILIN’ 
combined androgen-cestrogen 


‘ESTIGYN’ 
Ethinylestradiol B.D.H. 
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MAN AS AN EXPERIMENTAL ANIMAL* 
Sir GEOFFREY JEFFERSON 
C.B.E., M.S. Lond., LL.D., F.R.C.S., F.R.C.P., F.R.S. 
EMERITUS PROFESSOR OF NEUROSURGERY IN THE UNIVERSITY 
OF MANCHESTER 
THERE are some branches of research in which man 
is the pre-eminently suitable, in fact the only possible, 
subject. Ali have to do with the nervous system and 
especially those concerned with sensation, with pain, and 
with thinking. 
Experiments on the Brain 


The first operation for a brain tumour was performed 
on Nov. 25, 1884, and gave rise to discussions in the 
Times. 

Someone signing himself ‘‘ F. R. 8.’’ led off on Dee. 16 
with a long letter describing in vivid terms what had 
happened. It seemed to him to be a wonderful oppor- 
tunity for a telling reply to the Bishop of Oxford and 
John Ruskin, who had just spoken strongly against 
what was so curiously called ‘‘ vivisection.’’ The point 
about the famouw. operation was that the situation of 
the tumour had been localised to the upper part of the 
motor area by a comparison between, on the one hand, 
the patient’s symptoms and signs, and on the other hand 
the maps of cortical localisation which resulted from the 
animal experimentation of the Germans, Fritsch and 
Hitzig, and, more still, of David Ferrier. ‘“‘ F. R. S.,” 
had a picturesque literary style which you can savour 
from the following extract from a very ng letter 
descriptive of the steps of the logical plication of 
experimentally verified facts : 

‘While the Bishop of Oxford and Professor Ruskin were, 
on somewhat intangible grounds denouncing vivisection at 
Oxford last Tuesday afternoon, there sat at a window of the 
Hospital for Epilepsy and Paralysis in Regent’s Park in an 
invalid chair, propped up with pillows, pale and careworn 
but with a hopeful smile on his face, a man who could have 
spoken a really pertinent word upon the subject and told the 
right Rev. prelate and great art critic that he owed his life, 
and his.wife and children their rescue from bereavement and 
penury to some of these experiments on living animals which 
they so soundly condemned.” 

The Bishop of Oxford replied on Dec. 19 that ‘if a 
perfect knowledge of the secrets of the human frame is 
desired in the interests of mankind, let mankind be the 
victims.’’ These letters led to a shower of further letters, 
five on Christmas Day, mostly in support of “ F. R. 8.” 
“ F. R.S.’’ had to add a further note on Dec. 26 saying 
that the poor man was dead (of infection). In a long 
leader on Dec. 27 the Times took the view that in spite 
of the eventual fatality Rickman Godlee’s experimental 
operation had been fully justified and that the gateway 
to cerebral surgery had been opened. This was an 
important pronouncement and true. Do I need to add 
that on Dec. 26 there was a letter from James Whitson, 
assistant surgeon to the Glasgow Royal Infirmary, saying 
that this was not the first operation on the brain for 
tumour, that a Scotsman, William Macewen, had got 
there first ? Whitson was quite correct. Then letters 
had to vie for place with news of Mr. Gladstone’s 75th 
birthday, letters on ‘‘ The state of the business at nisi 
prius,’’ and scandalised objections to some undraped 
figures in Alfred Steven’s designs for the decorations of 
the dome of St. Paul’s—designs that had the weighty 
commendation of Sir Frederick (later Lord) Leighton 
and Mr. (later Sir) E. J. Poynter—men whose artistic 
rating was nearly as high then as that of Velasquez 
and Raphael. 


*Part of the Stephen Paget lecture delivered before the 
Research Defence Society on Nov. 4, 1954. Published 
by courtesy of the Editor of Conquest, the society’s 
journal, in whose January issue the lecture appears in full. 
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So we see that remarkable experiment come and go, 
to lead to more in the fullness of time than The Lancet 
had lugubriously prophesied for it in its leader on 
Nov. 10, 1883. The Lancet held that acceptance of the 
laboratory discoveries was not unanimous and that the 
facts themselves were somewhat confusing (as indeed 
they were). The leader proceeded : 

“But it must be confessed that the aid localisation has 
afforded to treatment has been small and practically confinea 
to cases of surgical interference. Even of these cases there 
are very few—scarcely more than could be counted on the 
fingers on one hand— in which the power of localising cerebral 
disease can be said to have been the means of saving a life 
that would have been lost without it.” 

It concluded with these minatory words : 

“If Dr. Ferrier’s suggestions meet with much practical 
response, it is to be feared that cerebral localisation will soon 
have more deaths to answer for than lives to boast of.’’ 
These lines were evidently written either by a physician 
or a pessimist; the author could, of course, have 
been both. 

We see, then, that these experiments on man had the - 
mixed reception that we should have expected at that 
date. It required the courage of a man like Sir Victor 
Horsley, and after him Harvey Cushing, to silence 
opposition and to win the confidence of the world. 

All operations are of their nature experimental ; the 
statistical results are broadly known and from them the 
general impersonal risks can be calculated. In some, 
what concerns us most is danger to life itself: in others 
fatality can be almost excluded and the experimental 
side depends on the success that can be expected, the 
relief that can be anticipated in the individual instances. 
No statistics have so personal a message. If it comes 
to that, all medical treatment is also experimental. As 
Professor Pickering has pointed out, the prescription 
even of rest in bed for two or three weeks, or of a bottle 
of cough mixture, are experiments, the results of which 
deserve closer observation and quantitative analysis than 
they get. 

Sensation 


I mentioned just now that man was the only suitable 
animal for experiments on sensation and on pain. It 
was by regarding closely the stages of sensory and motor 
recovery after nerve suture that what we call generally 
‘** sensation ’’ was broken down into a number of com- 
ponents (light touch, the recognition of pain, pressure, 
temperature, localisation of the point touched, and so 
forth). It seemed to Henry Head, who was deeply 
interested in this subject, that he would appreciate the 
whole thing better if he had some nerves cut in his own 
left arm. This was done by Dean and Sherren of the 
London Hospital in 1904. Head chose what he thought 
were purely cutaneous nerves and came to some wrong 
conclusions by that mistake, as J. 8. B. Stopford pointed 
out. His other mistakes in interpretation have been 
pilloried by F. M. R. Walshe. The correctness or other- 
wise of Head’s results is beside the present point, which 
is that he decided to turn himself into his own experi- 
mental animal. Wilfred Trotter and Morriston Davies 
followed suit shortly afterwards and arrived at conclusions 
that have stood much better the test of time. Since 
then the personal experiment has been applied by other 
research-workers. 

THE PAIN OF CANCER 

A constant problem for the neurosurgeon is the pain 
of malignant invasion of the skeletal tissues in various 
forms, especially in cancer of the uterus and prostate. 
How to help these sufferers to whom peace cannot 
sufficiently be brought by morphine ? Foerster in Breslau 
divided the posterior or sensory roots or the spinal nerves 
without giving much relief to patients with pain of any 
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origin—trelief, that is, commensurate with the disadvan- 
tages of denervating large areas of skin and muscle. As 
a by-product Foerster was able to plot the nerve-supply 
of the different dermatomes of man in as definitive a 
way as is possible with something a trifle individually 
variable. By stimulating the distal ends of the nerves 
he showed for the first time the vasodilatation of the 
vessels of the skin of the relevant spinal segment. One 
has the feeling in reading his reports (as one had in 
conversation with him) that Foerster was basically an 
experimental physiologist rather than a therapeutist 
and that he chose his cases sometimes’ with a view to 
filling in a missing space in his collection of fact. 

A much better piece of physiology was already on the 
way when Foerster was doing these operations—the 
operation of cordotomy. However Foerster had had 
a part in that as well, having persuaded Tietze to 
do, and successfully, this operation. 

A fortunate chance fell to Spiller in Philadelphia, who 
observed that a coloured patient in his hospital was 
numb to pain and temperature up to a level on his trunk, 
without paralysis. The sense of touch and pressure 
was retained. This patient had tuberculosis and shortly 
died. At the post-mortem two very small tuberculous 
nodules were found symmetrically placed in the spinal 
cord in the situation of the spinothalamic tracts. There 
had been other suggestive evidence, notably that of 
Tirck of Vienna, suggesting that these fibres were 
responsible for the transmission of pain. Spiller at once 
saw the possibility of turning the misfortune of his 
patient to the good of others. He persuaded a surgeon, 
Martin, to divide this part of the spinal cord in another 
person with unbearable pain. The result was so great 
a success that the operation has since become a standard 
one. 

The optimum sites of the partial spinal sections have 
been worked out in recent years with great diligence by 
J. C. White of Boston, plotting the effect of limited 
sections of the cord under local anesthesia. No approach 
to the operation which is not of an experimental nature 
is likely to be long successful. More recently still 
Talairach and David in Paris have tried the effects of 
destruction of the chief nuclei for the reception of pain 
in the brain itself by destroying them by electrocoagula- 
tion. These are essentially human experiments of a 
high order and involve the use of the Horsley-Clark 
stereotactic apparatus to which we shall shortly come 
back. 

Experimental vertical sections of the human spinal 
cord to relieve pain in the upper limbs were made by 
Donald Armour in London and Tracy Putnam in New 
York. They have been used by the French for pelvic 
cancers also. But these, though highly experimental in 
the case of man, were no more than applications of some 
animal experiments by Brown-Séquard long ago, experi- 
ments that led Brown-Séquard to some quite wrong 
conclusions about sensation, since he equated ‘* sensation”’ 
with ‘*‘ pain ’’ and little else. 


VISCERAL PAIN 


Other revelatory experiments on pain in man are those 
on visceral pain. Such were the old observations of 
Lennander that crushing and burning the intestine and 
gall-bladder were quite painless, whereas traction on 
the mesentery was not. John Morley investigated the 
agonising shoulder-tip pain experienced by some patients 
with general peritonitis or chemical peritoneal inflamma- 
tion such as follows the perforation of a gastric or 
duodenal ulcer. He scrubbed the under surfaces of the 


diaphragm with gauze and abolished the referred pain 
by experimental procaine block of the nerves supplying 
the shoulder-tip area. 

Along the same line were the experiments pursued by 
IIurst and others of having patients or medical students 


ORIGINAL ARTICLES 


[sJAN. 8, 1955 


swallow inflatable bags. F. H. Bentley and Smithwick, 
using that technique, showed that the pain of duodenal 
distension was abolished by section of the splanchnic 
nerves. The result of important researches by several 
investigators was to show that distension and traction 
were the chief causes of visceral pain, the peripheral 
reference of which had been so acutely observed at the 
bedside by James Mackenzie of Burnley fifty years ago, 
and more cogently by Sir Thomas Lewis. 

No-one indeed worked with more whole-hearted zeal 
in observation on the character and reference of pain 
in human beings than Sir Thomas Lewis—the defender 
as it were of ‘‘ clinical science,’ a term invented by 
Stephen Paget’s father. He accepted no interpretation 
of symptoms that he could not experimentally verify on 
the living subject. This one sentence gives no idea of 
the years he spent on painstaking work, and his observa- 
tions on the pains of angina pectoris and of other visceral 
and limb pains are classical. No less were those of J. H. 
Kellgren who explored the pains arising in muscles, 
fascie, and the ligaments of joints by injecting small 
amounts of hypertonic saline into these structures and 
observing the site, often at a distance, of the severe 
but temporary pain that followed. He has told that 
he had some 1000 painful injections of one sort or another 
to find their effect. Usually Kellgren was his own or 
Lewis’s test animal. None of this work could have been 
done on animals since the whole point was the description 
of the character of the pain, its situation in relation to 
the position of the causal agent and its relation to the 
nature of the stimulus. 


HEADACHE 


No better example of experiment on man could be 
found than in the investigation into the causes of 
headache by the planned production of pain in the head. 
Notable researches have been those of G. W. Pickering, 
D. W. C. Northfield, and H. G. Wolff and Bronson Ray 
and other collaborators, though many besides have added 
their quotas. 

These all confirmed the ancient observation that the 
brain itself is quite insensitive, but they added something 
new. It was that the stimulation of the cerebral blood- 
vessels and some of the brain’s coverings by direct or 
indirect means led to referred pain somewhere on the 
head’s surface but according to the site of the stimulation. 
It was shown that the violent but short-lived headache 
that follows histamine injection is accompanied by 
dilatation of the cerebral vessels and by a pronounced 
increase in the amplitude of their pulsations. It was 
further shown by Pickering and Hess that there the 
intensity of the headache corresponded with the degree 
of pulsation, being most severe when pulsation was 
greatest. 

This relation between a sort of slackness of the central 
vascular system and headache was confirmed by another 
series of observations that had results that were surprising 
to many. It was demonstrated that the surest way to 
give a person a headache was to lower the intracranial 
pressure by draining off cerebrospinal fluid. On the 
contrary, raising the pressure by lumbar injection of 
saline into a normal person, even to five times and more 
the normal, as I have done myself, does not cause 
headache. Evidently, then, the headache of a brain 
tumour or abscess or blood-clot is not due to raised 
pressure alone; for some pressures experimentally 
reached were far above those registered by most brain 
tumours. 

It is generally agreed that tumour headache is caused 
by distortion of normal intracranial relationship and is 
due either to traction on dural septa or to drag on vessels 
and on the sensory cranial nerves, of which, of course, 
the trigeminal has the widest supply. Some of the 
human experiments were daring, such as those of Ray 
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and Wolff who introduced inflatable rubber balloons into 
the third and into the lateral ventricles of conscious 
patients and charted the sites of their induced headaches. 

The common headache of mankind, migraine and 
pseudo-migraine, is due to dilatation of the vessels in 
the sealp, bone, and dura mater. In these cases the 
cerebrospinal fluid pressure is never high, and most 
relief can be obtained by the use of vasoconstrictors of 
the ergotamine group which, it has been shown, have 
more effect on the extracranial arteries than on those 
inside the dura. I cannot here discuss more widely this 
commonest of the pains to which mankind is heir. But 
enough has been said to make plain how much these 
workers have done to clarify a subject that was full of 
confusion and of conjecture until experimental recourse 
was made to the right animal—man himself. 


Stimulation of the Cerebral Cortex 


Present-day views on epilepsy have been derived almost 
entirely from experiments on man. The great protagonists 
have been first Victor Horsley, and then Ottfrid Foerster 
and Krause, who got only so far. Much more fruitfully 
have worked Wilder Penfield and Herbert Jasper and 
their co-workers in the Montreal Neurological Institute. 

The new observations take origin not only from 
electrical stimulation of the surface of the brain—even 
of its less exposed parts—in conscious patients, but also 
from direct recordings of electric potentials from the 
exposed brain surface, in the search for damaged areas 
such as could be regarded as the “ discharging lesions ” 
(in Hughlings Jackson’s phrase) or their synonym 
‘epileptogenic foci.’”’ The discovery and excision of 
these areas has led to many cures. 

Cortical stimulation to map out the site of the motor 
area is now a commonplace of neurosurgery and has 
been employed by myself and by too long a list of 
neurosurgeons for them to be named. It was early used 
by Victor Horsley, as he reported in 1888, and again in 
1909, to mark out the exact piece of brain that needed 
removal in focal epileptic attacks or the wild involuntary 
movements of a man’s arm. That was a straightforward 
piece of physiology—the application of Ferrier’s work 
and the much more acute observations of Sherrington, 
which had, to be sure, not yet seen its final fruition 
with the anthropoids. 

More exciting were the two cases published in 1909 by 
Harvey Cushing on sensations resulting from stimulations 
of the post-Rolandie area in man. Operating under 
local anzsthesia he established the sensory function of 
the human postcentral strip. Penfield, since that day 
forty-six years ago, has greatjy extended these observa- 
tions on both the motor and sensory and other responsive 
areas of the brain. His maps of the excitable cortex 
will eventually it is to be hoped supplant those of the 
cat and monkey so much more beloved of physiologists 
because they have been their laboratory familiars. 

Ferrier many years ago said that all parts of the cortex 
would prove to be excitable, but he could not demonstrate 
excitability himself except from restricted areas of the 
brain: the greater part was unresponsive. Ferrier’s 
prophecy was long unfulfilled, and only recently has 
come closer to confirmation. Thus we now know that 
responses must be looked for not only in movements of 
the limbs or in sensations or in flashes of light or sounds 
or odours but in two other directions. The first is in the 
autonomic or visceral changes that may be the replies 
to stimulation of some areas (changes in heart-rate, 
respiration-rate, blood-pressure, intestinal movements, 
&e.). This work has mainly been done on animals. 
The second and much the more exciting, even dramatic, 
discovery was made by Penfield—that stimulations of 
the temporal lobe in human beings may evoke experiences, 
pictures in the mind. An example may be given of the 
response of a woman of 32 who had epileptic fits of a 
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minor sort. 
stimulus. 


““T hear singing.” ‘Yes, it is ‘White Christmas.’ ” 
* There is an orchestra too .. . yes a choir,”’ “‘ That is different, 
a voice—talking—a man,” “‘ Yes, I have heard it before .. . 
a man’s voice talking.”’ .“*‘ Yes about the same as before.” 
“There is that sound again—like a radio programme—a man 
talking.” She said that it was a play. 


Each remark corresponds to a separate 


Results of a similar kind or the evocation of a familiar 
scene, @ moment or two only in life, well accepted by 
the patient, in no way frightening but all with a con- 
siderable content and depth of experience have been 
obtained from other cases. But it is by no means 
anybody’s brain that will yield such vivid experiences : 
confirmatory results by others must still be made. 
Something very like that can occur spontaneously in 
patients with temporal-lobe tumours. 

The upshot of this and other work is that a seizure 
pattern has emerged recognisable as coming from one 
or other temporal lobe. It is very much to the point 
that these seizures, previously labelled psychomotor fits, 
are often caused by extensive scars from damage perhaps 
at birth. The excision of the scar.and of anterior parts 
of the pathological temporal lobe has led to the cessation 
or great diminution in the frequency and severity of 
the attacks in a proportion claimed to be as high as 
2 out of 3 cases. Murray Falconer has now had some 
success in improving not only the fits but the behaviour 
of delinquent children and young adults subject to this 
kind of seizure. Experiments carried out on man in 
the laudable attempt to relieve him of epilepsy has in 
many ways helped greatly in our interpretation of 
the brain’s integration and of its mechanisms. It 
marks a major advance in man’s understanding of 
himself. 

The advance has been assisted by the explorations of 
frontal-lobe physiology. Our new knowledge has come 
about from again two sources—first major excisions of 
the frontal lobes of which I myself reported the first 
8 European examples in 1937 and again 75 examples in 
1942. Going still further Krynauw in Johannesburg 
reported in 1950 the first cases of removal of a cerebral 
hemisphere from children already hemiplegic and suffering 
from fits that started in the paralysed limbs. It was 
found that the mental state of.these children was often 
improved by the loss of half of the brain’s cortex, 
the remaining healthy half being no longer disturbed 
by the flow of disturbing impulses from the abnormal 
parts. This was much the same conclusion as I had 
reached myself from the lobectomies for brain tumour. 
Close on the heels of that came the rising popularity of 
prefrontal lobotomy and its modifications for mental 
disorders, which we owed to the inspiration, of Egas Moniz 
(1936). All this is very much in the field of human 
experiment. Equally experimental in their way were 
the introduction of the malarial treatment of general 
paralysis (Wagner-Jauregg 1917) and the insulin (Sakal 
1927), metrazol (Meduna 1937), and electric-shock therapy 
(Carletti and Kalinowsky 1937) of the psychoses. 


Conclusion 


Plainly it would be unthinkable that man should be 
used widely in experiment on the propagation of danger- 
ous infections. It seems indeed that he is only suitable 
as a test subject to those affections or diseases to which 
he alone is subject or in which his subjective responses 
to experiment are essential to the experiment itself. 
This is most true of the nervous system, and already 
his acceptance of himself in this experimental réle has 
led to the illumination of many a dark corner. I am 
convinced that no surgeon is quite as conscious of the 
truly experimental nature of his work and of the oppor- 
tunities it affords for physiological observations as the 
neurosurgeon. 
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EVIDENCE suggests that during pregnancy the activity 
of the adrenal cortex is increased. The adrenal glands of 
women dying at or soon after delivery weigh more and 
have a larger cortex than those of non-pregnant women 
(Aschoff 1910, Aschner 1912, Huggett 1950). The urinary 
excretion of certain adrenocortical steroids (‘* gluco- 
corticoids,”’ ‘‘ 1l-oxysteroids’’), measured by biological 
and chemical methods, is increased during pregnancy 
(Venning 1946, Tobian 1949, Cope et al. 1951). Thus, 
using « bio-assay procedure, Venning (1946) found 
increased excretion of glycogenic steroids during the first 
trimester of pregnancy and a further increase during the 
subsequent months. In some instances there appeared 
to be a reduction in the amount excreted during the last 
month of pregnancy, and normal values were found 
shortly after delivery. None of the methods used gave a 
true estimate of the total amount of adrenocortical 
steroids excreted in urine, because of difficulties in 
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TABLE I—LEVELS OF 17-HYDROXYCORTICOSTEROIDS IN PLASMA IN PREGNANCY 





17-Hydroxycorticosteroids (ug. per 100 ml.) 
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hydrolysing the conjugates present (Bayliss 1952, Cope 
and Hurlock 1954). 

In contrast with this evidence suggesting that increased 
amounts of adrenocortical C-21 steroids are elaborated in 
pregnancy, no increase in the excretion of androgenic or 
17-ketosteroids has been observed by Dingemanse et al. 
(1937), Hain (1939), Pearlman and Pincus (1943), 
Venning (1946), and Jailer (1951). Although Venning 
(1946) found no increase in 17-ketosteroids when meas- 
ured by the Pincus antimony-trichloride method, which 
is specific for saturated 17-ketones, there was an apparent 
increase when measured by the Zimmerman reaction, 
which determines both 17-ketones and 20-ketones, the 
latter being metabolites of progesterone, which is known 
to be formed in increased amounts during pregnancy. 
The most complete study of the excretion of 17-keto- 
steroids in pregnancy has been made by Huis in’t Veld 
(1954), who found with the Zimmerman reaction that 
the excretion of total neutral 17-ketosteroids is slightly 
increased during pregnancy, being somewhat more during 
the first and third trimesters than during the second. 
Much of the increase during the third trimester was due 
to pregnanolones and to 11-keto-etiocholanolone and 
11-hydroxyandrosterone—compounds believed to be 
metabolites of C-21 adrenocortical steroids. 

While the present investigation was in progress, 
Gemzell (1953) reported his findings on the plasma level 
of 17-hydroxycoriicosteroids in normal pregnancy : 
during the last trimester the concentration was four times 
the normal level, and very high values were found 
immediately post partum, but the concentration had 
returned to the normal range six days after delivery. 
No conclusion about the variation in individual response 
could be drawn, because the samples of blood were taken 
from different women at different times in their preg- 
nancy. In the present investigation the plasma 17- 
hydroxycorticosteroids were studied in the same women 
at about monthly intervals throughout pregnancy and 
during the puerperal period. 
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MONTH OF PREGNANCY DAYS AFTER DELIVERY 
Fig. |—Mean level (and standard deviation) of 17-hydroxycorticosteroids 
in plasma at each month of pregnancy and during puerperium in 
healthy women. 


Material and Methods 

Thirty-eight women attending the antenatal clinic for 
the first time in their present pregnancy were chosen at 
random. Eight subsequently developed complications, 
including toxzmia, anzemia, and hypertension, and have 
been excluded from this report. Of the remaining thirty 
who underwent a normal pregnancy twenty-nine were 
delivered spontaneously and one had a cesarean section 
because of a contracted pelvis. Eighteen had borne 
children before (table 1). 

Samples of blood were taken at the first attendance 
and thereafter at monthly intervals, all these ante- 
partum samples being collected at about the same time 
in the afternoon. In fifteen instances blood was collected 
from the umbilical cord at the time of delivery, and further 
samples were taken from the mothers at various intervals 
thereafter. 

The eqneentration of 17-hydroxycorticosteroids in the 
plasma was estimated by a modification of the method 
of Nelson and Samuels (1952) described by Bayliss and 
Steinbeck (1953). Compounds measured by this technique 
include cortisone, cortisol (hydrocortisone), and their 
dihydro- and tetrahydro- metabolic reduction products. 
The mean plasma value for healthy women is 9-5 ug. 
per 100 ml. with 95% fiducial limits of 3-16 yg. per 100 ml. 


Results 

The results are shown in table 1, the month of pregnancy 
being calculated from the time of delivery, and the mean 
levels of 17-hydroxycorticosteroids in the plasma of the 
thirty women at each month of pregnancy are shown in 
fig. 1. At the third month the level of 10 wg. per 100 ml. 
is the same as the mean value for non-pregnant women. 
Thereafter the level rises steadily, the highest level 
reached being 24 ug. per 100 ml. during the last month 
of gestation. At the time of delivery the level in the 
umbilical-cord blood was slightly higher than during the 
last month of pregnancy. Post partum the level in the 
maternal blood was high for twenty-four hours and then 
returned gradually to a normal level by the eighth 
day. 

The individual patients, however, showed considerable 
variation from the mean values. In all of them the level 
of 17-hydroxycorticosteroids in the plasma rose, but in 
some (cases 1-13) it rose higher than 29 yg. per 100 ml. 
at some time during pregnancy, whereas in others 
(cases 14-25) it rose to only 21-28 ug. per 100 ml., and 
in three (cases 28-30) it did not exceed 20 ug. per 100 ml. 
Illustrative examples from each of these three arbitrary 
groups are shown in fig. 2. No clinical differences were 
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noted between the patients with the high and with the 
lower levels. 

In most instances the levels during the third and 
fourth months were within the normal range for non- 
pregnant women, but high values were found in some 
at this time. About half the patients had abnormally 
high levels by the fifth month, and others, although not 
having abnormally high levels, showed an increase above 
the values observed during the previous two months. 
During the last month of pregnancy there was in most 
instances a further increase or no significant change 
compared with the levels in the eighth and ninth months, 
but in seven patients a definite fall took place at this 
time (cases 3, 11, 12, 21, 23, 28, and 29). 

Although the mean values for the cord blood and 
mother’s blood in the last month of pregnancy were not 
significantly different, in eight cases the cord blood 
had a higher level, in five a lower, and in two there was 
no significant difference. 

During the postpartum period there were considerable 
individual differences in the plasma-steroid levels. Most 
of the patients had abnormally high values for the first 
forty-eight hours after delivery. ‘Two had raised levels 
after this time: one (case 14) on the third day and the 
other (case 18) on the fifth day. Case 4, who had unusually 
high levels at the third month of pregnancy, also had a 
high level on the eighth postpartum day; she was 
particularly anxious, and the high levels may have been 
related to emotional disturbances. 

No correlation was found between the height of the 
17-hydroxycorticosteroid level during pregnancy and the 
weight of the placenta or of the baby at birth. 

Discussion 

These results show that in pregnancy the level of 
17-hydroxycorticosteroids in the plasma is raised, in 
some cases to levels exceeding those found in patients 
with Cushing’s syndrome (Perkoff et al. 1954, Bayliss and 
Steinbeck unpublished). 

At least two problems remain unanswered: what is 
the nature of the material which is present in increased 
amounts, and what is its origin ? 


Nature of Material 

The chemical method used for the estimation of 17- 
hydroxycorticosteroids is relatitely specific for 17 : 21- 
dihydroxy-20-ketosteroids such as cortisone, cortisol, 
and their dihydro- and tetrahydro- derivatives. We have 
found that in healthy non-pregnant women the plasma- 
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MONTH OF PREGNANCY DAYS AFTER DELIVERY 
Fig. 2—Three examples of the individual variation of 1!7-hydroxy- 
corticosteroids in plasma during pregnancy. 
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17-hydroxycorticosteroid levels are a measure of the 
amount of cortisol and also more polar derivatives— 
e.g., tetrahydrocortisone. Without further chemical 
analysis it is impossible to say what is the exact nature 
of the material measured in the plasma of pregnant 
women, but by paper chromatography Bush (1953) 
has found increased amounts of cortisol] in the blood of 
such patients. 


Origin of Increased 17-Hydroxycorticosteroids 

If the site of origin were either the foetus or the placenta, 
the steroid levels in the mother would be expected to fall 
more rapidly after delivery than they do. For example, 
after a single dose of cortisol acetate 200 mg. by mouth 
the plasma level of 17-hydroxycorticosteroids falls from 
a maximum of more than 100 ug. per 100 ml. to normal 
levels within eight hours (Nelson et al. 1952). In newborn 
infants the urinary excretion of 17-ketosteroids, glyco- 
genic corticoids, and reducing steroids, and the plasma 
level of 17-hydroxycorticosteroids are low (Talbot et al. 
1943, Day 1948, Venning et al. 1949, Klein et al. 1954). 
Since Klein et al. (1954) have found low 17-hydroxy- 
corticosteroid levels in the blood of newborn infants but, 
like us, high levels in most samples of umbilical-cord 
blood, it seems reasonable to deduce that the high level 
in the cord blood results from the high concentration 
in the maternal circulation, and that the hormones pass 


rABLE Ul LEVELS OF 17-HYDROXYCORTICOSTEROIDS IN PLASMA 
AT CABSAREAN SECTION 
17-Hydroxycorticosteroids (ug. per 100 ml.) 
Case no. : 
. : Placental sinus and 
Antecubital vein uterine blood 
31 55 45 
32 46 48 
33 35 19 
34 56 42 
42° 


* Specimen obtained from an anterior uterine vein before uterus 
was opened. 


readily across the placental barrier. Although small 
amounts of adrenocortical hormones have been found in 
placental extracts, it is impossible to tell whether these 
were produced in the placenta or are present in the blood 
retained there (Johnson and Haines 1952, de Courcy et al. 
1952). That some adrenocortical-like steroid material is 
formed in the placenta is suggested by observations made 
on patients with Addison’s disease who have become 
pregnant. The excretion of 17-ketosteroids in two women 
with this disease has been studied during three preg- 
nancies by Samuels et al. (1943), Knowlton et al. (1949), 
and Jailer and Knowlton (1950). In all three instances 
the amount excreted increased and in the last trimester 
reached normal levels. In.one patient the 17-ketosteroids 
were estimated by the Zimmerman reaction, and in the 
other by the same method during the first pregnancy and 
by the antimony-trichloride reaction in the second. 
During the later part of the second pregnancy increased 
amounts of neutral reducing lipids were founl in the 
urine, and after delivery the excretion returned to 
abnormally low addisonian levels. 

Further evidence about whether the material is formed 
in the maternal adrenal glands or the placenta was sought 
by taking samples of blood simultaneously at ca#sarean 
section from an antecubital vein and a placental sinus. 
The results, shown in table 1, are inconclusive because 
the steroid level was much the same in samples from both 
sites, and significantly the level in placental sinus blood 
was not higher than in the general circulation. 

It seems probable that the main site of origin of the 
17-hydroxycorticosteroid material in pregnancy is the 
maternal adrenal glands because the glands are hyper- 
trophied and during the puerperium the steroid level falls 
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gradually. The corticotrophic hormone responsible for 
this increased adrenal activity could come from either the 
maternal pituitary or the placenta, which is known to 
produce trophic hormones such as gonadotrophins, and 
there is some experimental evidence that a hormone with 
corticotrophic-like activity can be extracted from the 
placenta (Jailer and Knowlton 1950, Opsahl and Long 
1951, Tarantino 1951, Cohen and Kleinberg 1952). 

Increased formation of 17-hydroxycorticosteroids in 
pregnancy may explain why some patients with rheuma- 
toid arthritis have a clinical remission at this time, and 
why diabetics may require increased amounts of insulin 
during pregnancy. 

Summary 

The plasma level of 17-hydroxycorticosteroids has been 
followed at about monthly intervals through the normal 
pregnancy of thirty women. At delivery samples of 
blood were taken from the umbilical cord, and thereafter 
from the mother at various intervals in the postpartum 
period. 

The level of 17-hydroxycorticosteroids in the plasma 
rose progressively during pregnancy, becoming in some 
patients very high. After delivery the level fell, returning 
to normal after a week. 

The nature and origin of the material formed during 
pregnancy are discussed. 

We are grateful to Miss J. Pirkis for her constant conscien- 
tious technical assistance, and to the nurses of the antenatal 
clinic and obstetric wards for their codéperation. This work 
was supported in part by a Lund grant from the Diabetic 
Association. 
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“. . . It is a strange reflection that compels us to admit 
that while food, water and milk supplies are carefully super- 
vised and protected in order to guard the alimentary tracts of 
members of the general public, state and local legislation has 
but little interest in the protection of the very delicate and 
sensitive membranes lining the respiratory tracts of the same 
general public.”—W. S. Watton, M.D., medical officer of 
health for Newcastle upon Tyne, in his report for 1953, p. 9. 
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TUBERCULOUS MENINGITIS TREATED 
WITH CORTISONE 


MICHAEL ASHBY HELEN GRANT 
M.A., B.M. Oxfd, M.R.C.P. M.D. Lond., M.R.C.P. 
PHYSICIAN REGISTRAR 
NEUROLOGICAL UNIT, WHITTINGTON HOSPITAL, LONDON 


In tuberculous meningitis exudate may cause vascular 
occlusions and fibrosis leading to cranial-nerve palsies, 
myelitis, hydrocephalus, and spinal block. Any manceuvre 
is weleome which lessens the incidence of these complica- 
tions and shortens the stay in hospital. 

Hitherto efforts to combat local obstruction produced 
by tuberculous exudate have been restricted to the 
introduction of purified protein derivative of tuberculin, 
heparin, streptokinase, and even trypsin into the cerebro- 
spinal fluid (c.s.F.) after the obstruction has developed. 
Such measures have in the main been hazardous and 
disappointing in their results. 

To prevent the formation of tuberculous exudate 
seemed more rational than to try and remove it after 
it had been formed. Because of its known property of 
discouraging local tissue reaction, we tried cortisone 
from the very beginning of treatment, adding it to our 
established routine of intramuscular and intrathecal 
streptomycin and oral isoniazid. Although alive to the 
theoretical dangers of giving cortisone to patients with 
tuberculosis we were further encouraged to take this 
step when we became aware of the fact that isoniazid, 
admittedly a highly effective antituberculous agent, 
seemed to cause tuberculous lesions to become initially 
more vascular and swollen (Ritchie et al. 1953, Dick 
1954) than either p-aminosalicylic acid (P.A.S.) or strepto- 
mycin. This fact, though not of great importance in 
pulmonary or renal tuberculosis, could be responsible 
for precipitating hydrocephalus or spinal block in patients 
with tuberculous meningitis. The simultaneous adminis- 
tration of cortisone with the antibiotics might minimise 
these changes in the tuberculous lesions and thus prevent 
obstructions. 

t Material 

This report concerns twelve patients, all adults with 
tuberculous meningitis, who were treated in the neuro- 
logical unit of the Whittington Hospital. All were given 
intramuscular and intrathecal streptomycin together 
with oral isoniazid ; half of them were also given cortisone 
from the beginning of treatment. Although not formally 
controlled, the group receiving cortisone is comparable 
with that treated conservatively. These numbers are 
too small, and the follow-up period is too short, for 
definite conclusions to be drawn, but the results are suffi- 
ciently encouraging to justify a preliminary publication. 


Method 


Our routine was to give intramuscular streptomycin 1 g. 
and oral isoniazid 400 mg. daily for six months, and 
intrathecal streptomycin 50 mg. daily for from three to 
five months. No single criterion, such as the C.s.F.- 
sugar level, is an adequate guide to when it is safe to stop 
the intrathecal streptomycin. We have taken the patient’s 
general condition, shown by his weight, temperature, and 
erythrocyte-sedimentation rate (E.S.R.), together with 
the c.s.F. findings (rising level of sugar—preferably 
above 40 mg. per 100 ml.—and falling cell-count) 
into consideration. We stopped giving intrathecal 
streptomycin when all these factors had been favourable 
for a month. This routine was unnecessarily conservative 
(Shane and Riley 1953, Lorber 1954), but all twelve 
patients were judged by the same standards. 


Results 
Standard Treatment 
The first six consecutive cases in this series were 
given the standard treatment. Two were classified 
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as early cases (Medical Research Council 1948) and four 
as intermediate. 

Case | had a left hemiparesis on admission ; her physical 
signs were unaltered when she was discharged. 

CasE 2 developed bilateral optic atrophy, becoming blind 
only after she had clinically recovered from the meningitis. 

CasE 3 developed spinal block and blindness, went steadily 
downhill, and died in three months. At necropsy a great 
deal of thick exudate was found round the spinal cord and the 
base of the brain.’ His infecting organism was fully sensitive 
to streptomycin, isoniazid, and P.A.s. in vitro. He was given 
some cortisone, but only after the development of his 
complications when he was moribund. 

Case 4 developed no neurological sequele ; but during 
the course of her miliary and meningeal tuberculosis she had 
severe hypoplasia of her bone-marrow, with anemia and 
leucopenia necessitating frequent blood-transfusions. Her 
spleen was enlarged and soft at this time. Under treatment 
her blood picture gradually became normal and her spleen 
impalpable, but some months after her discharge from hos- 
pital she developed hypersplenic pancytopenia ; her bone- 
marrow was hyperplastic, her spleen enlarged and firm, and 
her peripheral blood poor in all the formed elements. 
Splenectomy was followed by complete remission. 

Case 5 developed a spinal block and required daily cisternal 
puncture for six months ; during the third month she became 
deaf. 


CasE 6 recovered uneventfully, 


Standard Treatment plus Cortisone 

The next six patients to be admitted were given corti- 
sone from the outsét in addition to the usual antibiotic 
therapy. Cortisone was given to them as follows: 
300 mg. in divided doses on the first day, 200 mg. on the 
second, and 100 mg. on the third and every subsequent 
day until the intrathecal streptomycin was stopped. 
To prevent suprarenal exhaustion the cortisone was 
then ‘tailed off’? and covered by a short course of 
corticotrophin for twelve days thus : 

First three days cortisone 25 mg. and corticotrophin 10 
units. 

Second three days cortisone 12-5 mg. and corticotrophin 
20 units. 

Third three days corticotropbin 20 units but no cortisone. 

Fourth three days corticotrophin 10 units but no cortisone. 


All the patients on cortisone were given potassium 
chloride 3 g. daily by mouth. Serum-electrolytes were 
examined weekly. 

Of this second group of six cases one was classified 
as early and five as intermediate. 

CasE 7 had a left sixth-nerve palsy and extensor plantar 
responses on admission. 

CasE 9 was stuporose and incontinent and had extensor 
plantar responses. 

CasE 10 had cerebellar signs and extensor plantar responses, 
as did Case 11 and Casz 12, both of whom were very dis- 
oriented. All these patients made rapid and uneventful 
recoveries, as did case 8. ° 

Case 8.—In addition to miliary tuberculosis and tuber- 
culous meningitis this patient had several enlarged glands 
in his neck. These were thought to be tuberculous but were 
not considered to be a contra-indication to the use of cortisone. 
A month after the onset of treatment the glands broke down 
and had to be curetted. The patient felt remarkably well 
throughout this, and his meningitis cleared up without 
complication. 

Discussion 

As Brooks et al. (1954) observe, in tuberculous 
meningitis antibiotics have only a restricted effect if the 
circulation of the c.s.F. is interfered with as in spinal 
block. They conclude that an agent must be found 
which can rapidly disperse fibrin, and they say : 

“It is also clear that early prophylactic use of such an 
agent would be more effective than its therapeutic use under 
conditions of established or incipient block.” 

Though there is no evidence that cortisone has any 
effect on fibrous tissue it is known to inhibit the formation 
of exudate. It therefore seems essential to give it as soon 
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as possible after tuberculous meningitis has been diag- 
nosed. Not only is it necessary to prevent the mechanical 
obstruction caused by the exudate, but the associated 
endarteritis and neurological damage resulting from it are 
unlikely to be reversible except in their earliest stages. 

Houghton (1954) has shown that prolonged courses 
of corticotrophin can be safely given to tuberculous 
patients while they are on full antibiotic treatment ; 
his patients had pulmonary tuberculosis and were given 
corticotrophin for drug sensitivity. He observed that 
corticotrophin not only dealt with the allergic manifesta- 
tions but also ‘“‘ revolutionised ’’ the patient’s morale. 
Jahn et al. (1954) describe the use of corticotrophin and 
cortisone with antibiotics in the management of over- 
whelming infections such as peritonitis, meningococcal 
meningitis, and lobar pneumonia. 

Several reports have now been published abroad 
describing the use of cortisone or of corticotrophin in 
tuberculous meningitis. Shane and Riley (1953) reported 
eight cases treated with cortisone in addition to the 
usual antibiotics (five of these were not treated with 
intrathecal streptomycin). These workers thought the 
cortisone had a beneficial effect on the course of the 
meningitis. Bulkeley (1953) described the use of cortico- 
trophin in thirty-one cases of tuberculous meningitis 
in children. Although it is not clear from the analysis 
that corticotrophin and not isoniazid was responsible 
for the improved mortality-rate in that series, at least 
it is evident that corticotrophin can be given to such 
patients without mishap. Wasz-Héckert (1954) has used 
cortisone and intrathecal hydrocortisone in the treat- 
ment of tuberculous meningitis in Helsinki; it is 
described as ‘“‘routine’’ treatment in his unit now. 
de Lavergne et al. (1954) report its use in eighteen 
patients with tuberculous meningitis. 

Our two groups of patients can conveniently be 
compared under three headings: the patient’s general 
condition, the changes in the C.s.F., and the neurological 
complications. All the patients who were given cortisone 
showed a very striking and early clinical improvement. 
Whereas those treated conventionally (the first six 
patients) remained confused, uncodperative, and miser- 
able for a week or ten days after beginning treatment, 
those whe were given cortisone at the start were fully 
oriented, alert, and cheerful within two or three days. 
The x.s.R. of the cortisone-treated patients fell notice- 
ably sooner, though this may have been a non-specific 
effect of the hormone. Their appetites improved earlier 
than those of the controls, they gained weight more 
rapidly, and they clamoured to be allowed to get up within 
a week or two. 

The c.s.F. findings differed in the two groups; in 
particular the cell-count fell very much more rapidly 
in the patients on cortisone than in the controls. This 
was not unexpected, since cortisone was given largely 
to prevent a sévere cellular response in the meninges. 
At the same time, in some of the patients on cortisone 
the c.s.F.-sugar level rose to normal very early; this 
also may have been a non-specific effect of the hormone 
and might not necessarily indicate recession of the 
tuberculosis. 

There was a striking difference between the two groups 
in the incidence of neurological complications. Of the 
controls one died and three have permanent stigmata, 
whereas all those treated with cortisone recovered 
completely withopt complications. 

The prolonged administration of cortisone may be 
attended by retention of salt and depletion of potassium. 
Clinical evidence of this may be anticipated by the weekly 
estimation of serum-electrolytes. All patients treated 
with cortisone should be given additional potassium 
chloride by mouth. The catastrophe of suprarenal 


failure may be avoided by covering the withdrawal of 
cortisone by a short course of corticotrophin. The danger 
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of lighting up an old infection, such as osteomyelitis, 
is real, and careful inquiry should be made into the 
patient’s previous illnesses. Every precaution must be 
taken to protect a patient on cortisone from acquiring a 
secondary infection, since he may be unable to localise 
it adequately, and septicemia may result. 

The danger of disseminating tuberculosis throughout 
the body may be advanced as a contra-indication to 
cortisone therapy in tuberculous meningitis. However, 
many patients with this disease also have miliary tuber- 
culosis; in them the process could hardly be more 
disseminated. Indeed, with effective antibiotics corti- 
sone therapy may accelerate recovery by rendering the 
tubercle bacillus more accessible; it is less likely to 
become walled off inside caseous material surrounded 
by a fibrous wall and with a poor blood-supply. In any 
patient with tuberculosis or any other infection treated 
with cortisone the appropriate antibiotics must be 
continued after withdrawal of the hormone. 

Although it is not strictly relevant to the issue of 
treating tuberculous meningitis with cortisone, we feel 
that mention must be made of the present trend of 
withholding intrathecal streptomycin from selected 
cases. Some cases of tuberculous meningitis can doubtless 
be “ cured ’’ without intrathecal streptomycin, provided 
that they are treated with full doses of oral isoniazid 
and intramuscular streptomycin. Early cases are those 
in which there is the greatest incentive for withholding 
intrathecal therapy. It is not by any means established 
that this is safe in all cases, however, and most centres 
treating tuberculous meningitis are giving intrathecal 
streptomycin for at least four to six weeks. Whichever 
course is adopted, we believe that there is enough evidence 
to show that the addition of cortisone to the treatment 
of tuberculous meningitis has important advantages 
and merits further trial in a larger controlled series. 


Summary 


In this report six consecutive cases of tuberculous 
meningitis treated by routine methods are compared 
with the next six patients admitted with this disease, 
who were treated in the same way except that cortisone 
was added. 

Neurological complications occurred in four of the 
six control patients, and one of these died. The patients 
treated with cortisone all recovered completely, without 
any neurological complications, and their clinical improve- 
ment was much more rapid than that of the controls.* 

No complications of cortisone therapy were observed. 

Cortisone must be given from the beginning of treat- 
ment and with full antibiotic cover, which should continue 
for several weeks after the cortisone has been withdrawn. 

A more extensive clinical trial should be undertaken 
into the value of cortisone in the treatment of tuberculous 
meningitis. 

We wish to thank the workers at the Whittington Group 
Laboratory for their coéperation, Dr. Arnold Bloom for his 
advice about two of our patients, and Miss E. M. Marshall 
for help with the foreign references. 
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* Since the preparation of this report the last case (12) of the series 
has developed spinal block and impairment of vision although he 
is otherwise well. Only much greater experience of the late 
complications could show whether cortisone reduces their 
incidence or could avert them if continued for a longer period. 
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ALTHOUGH medical and surgical plasters have been 
used for many years, comparatively few clinical investi- 
gations have been tndertaken into the skin reactions 
developing beneath them. 

Peck et al. (1948) described three types of reaction 
produced by adhesive tape: (1) a fleeting reaction, 
affecting mostly hairy areas, due to the mechanical 
trauma of removing the tape ; (2) a specific sensitivity to 
one or more ingredients of the plaster ; and (3) a reaction 
due to change in pH and to the growth of bacteria on the 
skin beneath the plaster. 

Humphries (1947) has shown that moulds and bacteria 
grow beneath ordinary adhesive plasters. By adding 
zine salts of propionic acid and of caprylic acid to ordinary 
plaster he found that of 130 patients who reacted to the 
original plaster only 5 reacted to the enhanced one. 
Increased tackiness was also noted after the plaster had 
been in position for seven days ; this might be due either 
to the added fatty acids or to the decrease of maceration 
consequent on the reduction of bacterial flora beneath the 
plaster. Gaul and Underwood (1949) were unable to 
substantiate the observation that the incorporation of 
bactericidal substances in the adhesive mass tended to 
decrease the incidence of adhesive-tape dermatitis. 

Peck et al. (1948) found that the pH of normal skin was 
5-2; the pH increased to 6-3 after seven days and to 
6-7 after fourteen days beneath ordinary plaster, but only 
to 5-7 after seven days and to 6-4 after fourteen days 
beneath plaster to which fatty acids had been added. 
The bacterial flora decreased beneath both plasters, but 
especially beneath the one containing fatty acids. 

We consider that at least five types of reaction may 
develop beneath adhesive plasters, owing to the following 
Causes : 

(1) Trauma of removal. 

(2) Irritation by the adhesive. 

(3) Retention of sweat and serous discharges on the skin, 
leading to maceration of the horny layer. 

(4) Favourable or unfavourable disturbance of the bacterial 
flora by selective antibacterial action of some constituent 
of the spread. 

(5) Eczematous sensitisation to some substance in the 
adhesive spread or in the rubber. 


Trauma of Removal 

The traumatic reaction of removal occurs mostly at 
pilosebaceous orifices and is manifested as follicular 
papules with some diffuse or blotchy erythema. It is 
greatest with very tacky plasters and becomes milder if 
the plaster has remained in situ for more than five days. 
The reaction develops a minute or two after removal of 
the plaster, particularly at hairy sites and if a plaster 
solvent has not been used to assist removal. It has to be 
differentiated from the reaction of irritation, which 
develops only after a plaster has been in situ for some 
three to five days and is then seen immediately the 
plaster is removed. Although Glick et al. (1948) have 
recommended propylene glycol ethyl ether as a non- 
toxic and non-inflammable remover of adhesive plaster, 
we have found that ether is entirely satisfactory for this 
purpose, provided the danger of its inflammability is 
appreciated. 

Irritation from Adhesive 

Irritation effects show as red papules and pustules, 
sometimes with moist pink areas but without vesiculation. 
The reaction is due to mechanical stimulation of the 
formation of keratin by the adhesiveness of the spread 
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or by some chemical constituent of the adhesive mass. 
There is also interference with desquamation. The 
sweat-ducts are obstructed at their orifices along the 
epidermal ridges, and there is a milder hyperkeratosis 
and plugging of the ostia of the pilosebaceous follicles. 
This reaction is more pronounced in sweaty people and 
in hot humid surroundings. It appears clinically five 
days or more after the plaster has been applied, but 
Peck et al. (1951). observed histological changes within 
three days of the application of a plaster. Any pre- 
existing acne at the site of application of the plaster may 
be aggravated within forty-eight hours, giving a papular 
or papulopustular reaction (fig. 1D) 

Rubin (1949) showed that hyperkeratosis could be 
produced by slight continuous mechanical irritation 

-e.g., from the small range of movement of adhesive tape 
over the skin. Another factor may well be the kerato- 
plastic properties of certain chemicals, particularly coal- 
tar derivatives. Thus chlorinated phenols are known to 
stimulate the formation of keratin, and in this category 
is chloroxylenol, which is contained in liquor chloroxyl- 
enolis B.P. (roxenol) and in ‘ Dettol,’ ‘ Germosan,’ 
‘Neo-monsol,’ ‘ Osyl,’ ‘Streph,’ ‘Zant,’ and several other 
proprietary antiseptics. This substance has, in the past, 
been incorporated in plasters by some manufacturers. 

Infection often develops in the ducts and follicles 
beneath the ostial obstructions, either mild when it is 
due to Staphylococcus saprophyticus and other sapro- 
phytes, or frankly purulent when it is due to Staph. 
pyogenes, Pseudomonas pyocyanea, or Proteus vulgaris. 
The process is analogous to that of miliaria rubra 
(‘‘ prickly heat ’’). 

We have tried to discover if there is any quantitative 
relationship between’ the adhesiveness of a plaster and 
its irritating effects on the skin. For this purpose plaster 
dises of three known degrees of adhesiveness were applied 
to the backs of 31 students in random fashion, over the 
scapular regions, and the number of papules beneath 
each dise was counted after it had been in position for 
a week. If part of a patch became detached, the fraction 
of adhering remainder was estimated, and the papule 
count was adjusted to what it would have been if the 
whole patch had remained in contact with the skin. 
The results are summarised as follows : 


Adhesiveness Average no.of papules 


(G per sq. inch) per 9-6 sq. cm. 
705 +55 . 14-7 
445 +40 12:3 
200 +80 11:1 





Fig. |—Patch-tests made with : A, standard plaster ; B, plaster without 
chloroxylenol ; C, standard plaster ; D, plaster made with depro- 
teinised rubber. Note positive eczematous response to A, B, and 
C, and effect of irritation alone of D, probably due to coincident 
acne vulgaris. 
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position can be provided. 

Fig. 2 compares the incidence of rashes when very 
adhesive plasters and less adhesive plasters are applied. 
The plasters used were: (1) a porous plaster of standard 
spread, and (2) a porous plaster said to contain neither 
rubber nor resin. It will be observed that there were 
far fewer rashes from the latter plaster (37%) than from 
the former (85%), but its adhesion at the end of fourteen 
days was only 55% against 95% with the standard 
spread. We have already indicated that the reaction of 
irritation depends inter alia on adhesiveness. The plaster 
with only 55% adhesion is effective as a bandage wound 
round a limb but relatively ineffective for small patch 
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We found that waterproof and ordinary plasters of 
approximately similar adhesiveness produced much the 
same number of papules, suggesting that the operative 
factor is the physicochemical properties of the plaster 
constituents and not the degree of permeability of the 
backing material. 

One patient (case 25 in table) gave strongly positive 
reactions to the plaster mass, all constituents, benzene, 
and distilled water. He had 2dermographia, and weals 
developed at all sites. It was considered that this was an 
example, not of contact eczematous dermatitis, buat of 
dermographia caused by the trauma of removing the 
patches. 

Retention of Sweat and Discharges 

Retention of sweat and serous discharges may lead 
to maceration of the horny layer, infection, or infective 
eczema. Peck et al. (1951) found that a propionate- 
caprylate fatty-acid solution applied to the skin before 
the application of plasters diminished the incidence of 
erythema, cdema, and oozing but not the number of 
papular reactions. At the same time, the bacterial flora 
was noted to be progressively reduced according to the 
number of applications of the fatty-acid solution. We 
have made patch-tests on 35 students with porous and 
non-porous adhesive plasters, with and without 0-6% 
zine propionate and 0-6% zine caprylate incorporated. 
Plasters with fatty acid added produced a slightly reduced 
incidence of rashes (with the porous plasters but not 
with the non-porous ones) (fig. 3). The incidence of 
rashes was slightly less with porous than with non-porous 
adhesive spreads up to seven days but not subsequently. 
A waterproof plaster produced the highest incidence of 
rashes after a week, but the difference between the 
curves was so slight as perhaps to be insignificant. 
‘* Porous ’’ bandages are only partially porous; they 
leave uncovered only a small proportion of the sweat- 
ducts and sebaceous follicles. They have the same 
degree of impermeability between perforations as have 
similar non-porous bandages all over their surface. In 
certain circumstances the perforations may become 
obstructed after a few days by detritus or discharge. 
Nevertheless Scheffler and Lindner (1952), in a study of 
100 patients, found that porous plasters were tolerated the 
best. E.M. Bavin (personal communication) has found 




















dressings, and it should be called ‘‘ semi-adhesive’’ that the permeability of non-porous plasters to water 
to differentiate it from ‘‘ fully’ (or 95%) adhesive vapour is 100 G per sq. metre per twenty-four hours, 
plasters. and of porous plasters 3500 G per sq. metre per twenty- 
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M, multiple. P, chloroxylenol.. R, rubber. 


dermographia. 


RC, rubber-protein complex in plaster mass. 


U, undetermined. 
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Fig. 3—Incidence of rashes according to composition of plaster. 


four hours. The permeability is estimated by measuring 
the gain in weight of a ‘ Polythene’ canister, filled with 
calcium chloride, which has a lid with a circular hole 
3/, in. in diameter covered with the adhesive tape being 
tested. The canister is kept under standard conditions 
of 40°C temperature and 90° relative humidity and is 
weighed at regular intervals. 


Disturbance of Bacterial Flora 


The bacterial flora may be disturbed when manufac- 
turers incorporate an antiseptic—e.g., chloroxylenol—in 
the adhesive spread. Chloroxylenol is a potent bac- 
tericide against Streptococcus hemolyticus but much less 
active against Staph. pyogenes and almost inactive against 
Ps. pyocyanea and Proteus vulgaris (Extra Pharmacopeia 
1952). This disparity of action against different organisms 
may predispose to staphylococcal, proteus, or pyocyanea 
infection (‘‘ ecological’ drug eruption), or to the pro- 
duction of a bacterial eczema, perhaps with secondary 
widespread ‘‘ autolytic ’’ eczema. 


Eczematous Sensitisation 


Contact eczematous reactions to some chemical con- 
stituent of the adhesive spread or of the rubber are 
much rarer than reactions caused by irritation. They 
develop after a latent period of days on the first exposure, 
or after a few hours with subsequent exposures, and are 
characterised by erythema, cdema, and vesiculation. 
The constituents of plasters which are most likely to be 
responsible include colophony resin (rosin), crépe rubber, 
smoked rubber, rubber antioxidants, plasticisers, and 
antiseptics which some makers have thought it wise to 
incorporate. Of the other constituents wool-fat (lanolin) 
is known to be a very occasional sensitiser, in 1-14% of 
eczematous people but much less than this in the general 
population (Sulzberger et al. 1953). Liquid paraffin 
and zine oxide are unlikely to upset the skin. 

In trying to find the commoner causes of contact- 
eczematous reactions from adhesive plaster we applied 
the individual constituents, dissolved in arachis oil, on 
small squares of gauze held in place by an adhesive of 
low irritative and sensitisation potential to people known 
to be sensitive to the plaster mass. Negative results 
were obtained in 9 of 10 cases, the exception being a 
positive reaction to colophony. Further trials were then 
made with the constituents dissolved in benzene, and 
positive results were obtained in most of the patients 
tested. 

The substances were made up into solutions containing 
in 0-1 ml. the amount of each constituent present in 
1 sq. em. of the composite plaster. The results were 
observed at forty-eight hours and once more at 
four to seven days. The substances tested were as 
follows : 
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(1) Benzene (control). 

(2) 0-1% * Flectol-H,’ a plasticiser and antioxidant. 

(3) 025% chloroxylenol. 

(4) 5% crépe rubber containing no antioxidant. 

(5) 5% smoked rubber containing very little antioxidant, 
probably of hydroquinone type, and some oxidation products 
of the smoking process. 

(6) 526 colophony resin, the chief constituent of which is abietic 
acid, said by Schwartz et al. (1947) to be an irritant to 
hypersensitive people. 

The results were as follows : 

Number of patie nts tested to constituents in benzene ca 19 
Positive to 5-0% colophony a ‘ s os 4 
Positive to 0-25% ch loroxyle nol eee £ ce ig 3 
Positive (?) to 5-0% crépe rubber ‘ be oe 1 
Positive to 5-0% smoked rubber ean ? positive) ) bs = 3 
Positive to 0-1% flectol-H . o% er 0 
Positive to benzene os Pe: aa 0 
Positive to colophony and to ¢ hloroxyle nol. ~ 1 


Positive to crépe rubber, to smoked rubbe r, and ? to 
chloroxylenol .. 

Positive to multiple fac tors (probably irritant effec t). 

Positive to every patch (due to dermographia) 

Negative to all constituents 

Invalid (patches fell off after a few hours) 


— oo 


Trials have been made with deproteinised rubber 
plasters and with chloroxylenol-free plasters on suitable 
patients. People sensitive to chloroxylenol tolerate a 
plaster free from this substance,-and people sensitive to 
either crépe or sheet rubber are tolerant of adhesive 
dressings made with deproteinised rubber (fig. 1). On 
the other hand, people sensitised to colophony have 
continued to react to plasters free from chloroxylenol or 
from protein fractions of rubber. The results were as 
follows : 

Positive to plaster with chloroxylenol and negative to plaster 
without chloroxylenol .. 2 
Positive to plaster with rubber proteins and negative to 
plaster without ruhber proteins . . 5 
Positive to plaster with rubber proteins and doubtful to 
plaster without rubber proteins . . 4 
Positive to plasters with and without chloroxylenol and 
with and without rubber proteins . ee ee 3 

(Rubber is deproteinised by a complex process of ammdnia- 
tion and céntrifugation which throws out the proteins, salts, 
and possibly the natural antioxidants. Treatment with trypsin 
hydrolyses any remaining protein, after which further 
centrifugation is done, followed by coagulation with acetic 
acid.) 


From these tests the following conclusions were 
drawn : 


Sensitive to chloroxylenol 6 (? 7) 
Sensitive to colophony ae -e 5 
Sensitive to rubber . 5 (? 7) 
Sensitive to rubber- adhesive c omple x 1 (? 2) 
Multiple sensitivity .. ° (@? 1) 
Irritation effects ‘ mA 2 
Irritation effects through de rmographia se 1 
Undetermined causes 5 


(of which 3 were tested to ingredients in arachis oil, 

and 1 was tested to ingredients in benzene ; in the 5th 

the effects were probably due to irritation). 4 

For the detailed results see the accompanying table. 

The foregoing clinical results are supported by the 
results of experiments on animals made in the labora- 
tories of Smith & Nephew Research Ltd. by Mr. E. M. 
Bavin, B.sc., and Miss B. James, B.sc., to whom we are 
indebted for the following summary of their work : 


“Our technique is to apply the substance by inunction 
to a clipped, but not depilated, area of the back of the guinea- 
pig, using 0-1 ml. of a solution of the constituent in arachis 
oil. This dose is repeated daily for twenty-eight days. The 
guineapigs are then left for a further fourteen days, at the 
end of which pontamine sky-blue, dissolved in physiological 
saline solution, is injected intravenously, and two minutes 
later a further dose of the constituent is applied to the skin. 
After an hour the guineapigs are killed, and the skin at the 
site of application is reflected from the back. A definite blue 
patch is considered as a positive reaction, but a very slight 
blue coloration is neglected because it can be caused by 
excessive handling of the skin. This technique was adapted 
from the work of Miles and Miles (1952) and Halpern (1953). 

In control experiments with foreign serum or chemical 
substances—e.g., nitrosodimethylaniline and dinitrochloro- 
benzene—which are known to produce sensitisation we 
obtained strong reactions by this technique. The results 
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of our work with adhesive plaster constituents are given in 
the following table : 
Constituent 
Colophony 


Positive reactions 
2/10 guineapigs 


Flectol-H ; - kn 0/5 

Chioroxylenol .. ‘ +" a 4/10 
Pale crépe rubber 1/10 
Arachis-oil solvent 0/10 


From these results it will be seen that chloroxylenol is the 
most active sensitising agent, and that colophony resin and 
pale crépe rubber produced a low degree of sensitisation.” 

In modern dermatological practice in Great Britain 
chloroxylenol, in the form of roxenol, is one of the 
commonest causes of contact eczematous dermatitis. 
In some of the patients sensitised to chloroxylenol a 
history was obtained of a reaction to adhesive plaster 
followed by a reaction to roxenol used as an antiseptic, 
or vice versa, and patch-testing confirmed that it was 
the chloroxylenol fraction of the adhesive mass that 
caused the reaction. We have even used plasters known 
to contain chloroxylenol as readily available patches for 
confirming sensitisation to roxenol. 


A patient presented with a history of a cut palm which 
had been treated with a well-known proprietary brand of 
roxenol, after which a rash developed around the wound. 
This had been treated with a roxenol ointment, and the 
dermatitis spread locally. The patient wore cotton gloves as 
dressings which were immersed in roxenol by his wife before 
he used them. Subsequently the rash developed all over both 
hands which became reddened, swollen, and desquamating 
in glove distribution, with a sharply demarcated upper limit. 
This patient also used roxenol as a shaving lotion in spite of 
the fact that it stung him when applied. Patch-tests with 
adhesive plaster containing chloroxylenol and another free 
from this substance gave positive and negative reactions 
respectively. Subsequent avoidance of chloroxylenol brought 
about a steady improvement in the dermatitis. 


We have not yet had the opportunity to test patients 
with plasters modified only by the substitution of some 
other resin for colophony ; but we have not observed 
any contact-eczematous reaction to a plaster said to 
contain neither resin nor rubber. 

We believe that contact eczematous reactions due to 
plasters could be avoided, or rendered still rarer than 
they are, by using deproteinised rubber, by abandoning 
the practice of incorporating antiseptics with sensitising 
properties, and by substituting for colophony either a 
natural or a synthetic resin of lower sensitising potential. 


Comments 


The following difficulties may be met when interpreting 
results : 


(1) Reactions of removal and of irritation must be 
differentiated by inspection of the patch immediately after 
its removal. 

(2) Negative reactions with constituents and positive ones 
with the plaster mass may be due to some chemical inter- 
action between constituents in the composite plaster or to 
the use of an unsuitable suspending agent for the ingredients 
under test. Peck et al. (1951) do not state whether the many 
ingredients with which they made patch-tests on patients 
known to be sensitive to plasters were applied alone or in 
suspension ; possibly the use of an unsuitable suspending 
agent may have led to their completely negative results. 

(3) In applying the constituents it is necessary to use an 
adhesive with a small sensitising potential. For this purpose 
we have used the above-mentioned plaster containing neither 
rubber nor resin but of relatively poor adhesive quality ; 
on one occasion it was not even sufficiently adhesive to retain 
the patches in position for forty-eight hours. Negative patch- 
tests have been obtained with this plaster in all cases of 
sensitivity to other plasters. 

(4) When multiple patch-tests are made with plasters, 
if the cause is not soon determined there comes a time when 
the patient may begin to react in a non-specific fashion to 
most or all of the patch-test substances. In these circumstances 
patch-testing should be suspended for several weeks or even 
months. 
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Summary 


There are at least five types of reaction to adhesive 
plasters. 

Papulopustular reactions of irritation are more num- 
erous as the adhesiveness of the plaster is increased. 
Other physicochemical properties of the plaster mass 
are also probably important. 

Reactions of eczematous sensitisation are most com- 
monly due to colophony, rubber proteins, antiseptics, or 
complexes in the plaster mass. Reactions to the plasticiser 
or to the antioxidant have not so far been observed. 
We have not tested our patients for sensitivity to lanolin. 

These reactions are rendered rarer by using depro- 
teinised rubber, abandoning the use of chloroxylenol, 
and substituting for cdlophony some other resin of lower 
sensitising potential. 

It is a pleasure to acknowledge the help afforded by Smith & 
Nephew Research Ltd., who supplied much of our information 
about substances commonly used in the manufacture of 
adhesive plaster and provided some of the materials used in 
this investigation. We also wish to thank Mr. E. C. Fieller 
for his statistical advice. The photograph was taken by 
Mr. P. Broadbery at The London Hospital. We also thank 
the many anonymous students who volunteered for patch- 
testing. 
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MASKED EPILEPSY 


Hueu R. E. WALLIs 
M.D. Camb., M.R.C.P., D.C.H. 
CONSULTANT PZDIATRICIAN, 


In 1950 the Bristol Medico-Chirurgical Society con- 
sidered at a clinical meeting a boy, aged 8'/, years, who 
had recurrent attacks of pain in a leg. Epilepsy was 
diagnosed and confirmed by electro-encephalography. 
Later the boy began to have overt major epileptic 
attacks. Treatment with phenobarbitone stopped the 
fits and the attacks of pain. 

On seeing this case I first became aware that epilepsy 
may consist of sensory manifestations only. During the 
past three years, while engaged in censulting pediatric 
practice, I have seen several cases in which epilepsy 
assumed unusual forms, and I suspect that this is 
probably more common than is generally realised. 

The term ‘‘ masked epilepsy ’’ is now used to denote 
psychic seizures, psychomotor disorders, or merely 
temporary changes in personality causing fits of 
aggressiveness. In the past it was used in a broader 
sense, as by Sir Frederic Still (see below). Such variants 
seem to be common enough to justify resurrection of 
the term to denote cases in which symptoms such as 
pains in the body or head, vomiting, or even pyrexia 
are the only manifestations of epilepsy. 

It has long been recognised that epilepsy may show 
itself in various ways without convulsions or unconscious- 
ness. Trousseau (1868) reported the case of a boy, aged 
10 years, who had attacks several times a day in which 
he complained of pressure in the pit of the stomach, 
vomiting, giddiness, and pallor. Trousseau diagnosed 
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later, when the boy had several attacks of undoubted 
grand mal. 
Sir Frederic Still (1912) wrote : 


‘In addition to these categories of major and minor 
epilepsy, there is another which often passes unrecognised 
for a time, the so-called ‘ épilepsie larvée,’ or ‘ masked 
epilepsy.” I have seen several cases in which the chief 
symptom was a sudden pain in the navel or epigastrium, 
e.g. :—William B., aged 10'/,, since the age of 9 months has 
had sudden attacks of pain in the epigastrium; this lasts 
a few seconds, during which there is sudden pallor, succeeded 
by flushing, after which the boy becomes pale and asks to 
lie down and goes to sleep for a long time. This occurs 
several timesaday. With large doses of bromide these attacks 
were greatly reduced in number and sometimes checked 
altogether for several weeks.” 


Kinnier Wilson (1940) was aware of the occurrence of 
such attacks, but gave his opinion somewhat cautiously : 

‘Some of these alleged visceral equivalents might be 
epileptic and not migrainous, others comparable to a tabetic 
crisis, still others based on unrecognised lesions.” 

Moore (1944, 1945, 1950), in America, has reported 
several cases which presented with abdominal pain. 
He says: 

‘“* Most of the patients suffering from this disorder have in 
the past been hospitalised numerous times, subjected to scores 
of examinations and varied forms of therapy without relief, 
and have had needless laparotomies done. Only too fre- 
quently they have been considered as psychoneurotics or 
malingerers.”’ 

Livingston (1951) claims that Moore first described 
the syndrome of abdominal epilepsy. This is not so. 
Trousseau did that seventy-five years earlier. 

Davidson and Lombroso (1952) described cases of 
epilepsy in children characterised by paroxysmal 
disturbances of temperature regulation producing both 
hyperthermia and hypothermia. 

Mulder et al. (1954) reported 100 patients who had 
paroxysmal visceral symptoms either as the aura of an 
epileptic attack or taking the place of an attack. They 
state : 

“The bizarre nature of the complaints frequently led to 
a diagnosis of localised visceral disease. . . . Correct diagnosis 
depends on the recognition of the paroxysmal occurrence of 
the symptoms and their inappropriateness to the total 
situation, together with the association of other symptoms 
and findings of cerebral involvement.” 

They also quote Hughlings Jackson (1888), who wrote : 

“ The great thing as to the diagnosis of epilepsy is not the 
quantity of the symptoms, nor the severity of the fits, but the 
paroxysmalness.”’ 

In this country, if the diagnosis is ever considered 
at all, masked epilepsy is classed as extremely rare. 
Conway (1951) could find only 1 case among 250 children, 
aged more than 2 years, who attended as outpatients 
at The Hospital for Sick Children, Great Ormond Street, 
London, with abdominal pain as the main complaint. 
The six most common diagnoses were as follows : 

Diagnosis No. of cases 
Colic of unknown cause -_ os 75 
Mesenteric adenitis i s ¥ 52 
Constipation z . 
Periodic syndrome 
Psychogent foe 
Enteritis 


28 
24 
23 
23 


Perhaps the colics of unknown causation, periodic 
syndromes, and psychogenic cases concealed a few 
sufferers from masked epilepsy. 


Case-reports 
80-CALLED CYCLICAL VOMITING 


Case 1.—-A boy, aged 8 years, came to my notice when his 
sister was brought into hospital with status epilepticus. 
From the age of 2'/, years he had had recurrent attacks of 
severe vomiting. Sometimes during these he became unaware 
of his surroundings for as long as thirty minutes, and occasion- 


ally the right side of his face twitched. His mother was 
alive and well. His father had occasional bilious attacks. 
His sister was aged 6 years and had had two attacks of 
vomiting and unconsciousness on previous occasions. The 
boy had been seen once by a consultant, who wrote: “ From 
the family and personal history I guess this is a form of 
cyclical vomiting which may well lead on to migraine later in 
life.”” When his sister came into hospital, it was found that she 
had epilepsy, and it. was decided to investigate the boy also. 

On examination he showed no abnormal signs in the central 
nervous system.. His blood-pressure and urine were normal. 
The Wassermann reaction was negative, and radiography of 
the skull showed no abnormality. An electro-encephalogram 
showed ‘‘a highly abnormal record indicative of epilepsy ; 
there were no focal or localised abnormalities.”’ 

Treatment with phenobarbitone has controlled the attacks, 
and when he is given gr. 1'/, daily he has no trouble. 


Comment.—The history of unconsciousness and twitch- 
ing of the face should have stimulated further investiga- 
tion, which would have led to the correct diagnosis 
earlier. The epilepsy can searcely be called masked but 
merely unrecognised. 


Case 2.—A girl suffered from frequent bilious attacks from 
the age of 8 years. Her father had had similar attacks in 
childhood. She had several attacks of acute tonsillitis, 
and in January, 1949, her tonsils were removed. In March, 
1949, she developed acute nephritis and was admitted to 
hospital. The disease ran a mild course, and she was dis- 
charged, after seven weeks, apparently cured. The registrar's 
summary of her stay stated: ‘‘ She has been inclined to get 
attacks of vomiting associated with pyrexia up to 102°F for 
which we have been unable to find any very satisfactory 
cause.” At home she continued to have. bouts of pyrexia 
and vomiting. Sometimes these were accompanied by right- 
sided headache, and twice she had what were termed black- 
outs. Her family doctor sent her to a consultant as a case 
of cyclical vomiting. No abnormal physical signs were 
found apart from carious teeth, and no firm diagnosis was 
made. Later the attacks were accompanied by severe lower 
abdominal pain and diarrhea. The family doctor then 
referred her, at the age of 12 years, for a further opinion. 
He thought that the attacks did not fit in with cyclical 
vomiting but were psychological in origin, though he admitted 
that he could detect no cause of mental conflict. Further 
questioning of her mother revealed that during the attacks 
she usually became unresponsive, sometimes unconscious, 
and occasionally incontinent of urine. The family doctor 
had given her phenobarbitone gr. '/, daily for six months, 
and during that time she was free from attacks. For some 
reason he stopped it, and the aftacks returned. 

Investigation showed no abnormality in the central nervous 
system, blood-pressure, urine, radiograph of skull, or Wasser- 
mann reaction. An _ electro-encephalogram showed “an 
abnormal record indicative of epilepsy ; there were no focal 
abnormalities, nor was there any lateralisation.” 

Treatment.—She was treated with phenobarbitone and had 
one attack ‘of vomiting in two years. A second electro- 
encephalogram, taken eighteen months after the first, showed 
“some epileptiform features, but there is considerable 
improvement since the previous record; the patient would 
appear to be well controlled by anticonvulsant drugs.” 

Comment.—The epilepsy was masked at first and caused 
attacks of pyrexia and vomiting. Later the clues of 
unconsciousness, incontinence, and improvement under 
treatment with phenobarbitone led to a diagnosis of 
epilepsy, even before the electro-encephalogram was 
taken. It seems that pyrexia may be one of the manifesta- 
tions of epilepsy. 1t might be argued that the pyrexia 
caused the epilepsy ; but no explanation was found for 
tbe pyrexia, though by chance it was observed in hos- 
pital while she was suffering from another disease. 
In fact the pyrexia took the place of convulsions. 


HEADACHES 


Case 3.—A boy, aged 4 years, with no relevant family 
history, was sent into hospital because of attacks of headache, 
sleepiness, and vomiting which had begun at the age of 1 year 
and had recently become more frequent. At first there were 
intervals of 4-6 months between the attacks, but just before 
his admission he had three attacks in fourteen days. The 
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onset was with headache; after about thirty minutes he 
went to sleep; at intervals he woke up and vomited, then 
went back to sleep. He became pale, yet his skin was hot and 
perspiring. There was no correlation with the time of day, 
meals, or exercise. 

Examination and inve stiqation revealed no abnormality. 
His blood-sugar level three hours after a meal was 108 mg. 
per 100 mil. An electro-encephalogram showed a record 

just outside normal limits with mild epileptiform features, 
but it is not indicative of this condition ; there were no focal 
abnormalities.” 

Treatment.—Since it was felt that the attacks were probably 
epileptic, he was treated with phenobarbitone, and after 
three months he was much improved. His mother stated that 
he had had no attacks at all and that he was “a different 
child She also said that he used to grunt and nod his head 
when asleep but did so no longer. 

Follow-up.—Another electro-encephalogram, taken three 
months after the first, showed a record which remains 
outside normal limits and is now definitely suggestive of 
epile psy.” 


Case 4.-A girl had, at the age of 5 years, a febrile illness 
which was not diagnosed. For three months after this she 
complained of headaches at intervals of about a week» During 
the attacks she lost her appetite, became pale, and felt sick, 
but did not vomit. She had had two convulsions in infancy 
which were ascribed to teething and were ignored. Her 
brother, aged 17 months, had already had one convulsion. 
Her mother had had shock therapy for schizophrenia, and a 
first cousin on her mother’s side had epilepsy. 

Examination and investigation revealed no abnormality 
except possibly that some increase in intracranial tension 
was visible in the radiograph of the skull. There was no 
papillaedema, An electro-encephalogram showed: ‘an 
abnormal record indicative of epilepsy ; there were no focal 
or localised abnormalities.”’ 

Treatment.—The girl was treated with phenobarbitone. 
\fter three months her mother reported that the headaches 
were less frequent, and after another three months they had 
disappeared. The mother then volunteered the statement : 

She is not the same child. She is not noisy and mischievous 
any more. She used to get panic-stricken but doesn’t now.” 


Comment on cases 3 and 4.—Note the alteration in 
behaviour observed by the parents when these two 
children were treated adequately. The idea of an 
epileptic personality as a precursor to epilepsy has been 
discarded, but these two cases suggest that there may 
be such an entity. It is possible that personality changes 
may be the only manifestation of epilepsy. 

Case 5.—A boy, aged 9 years, had three years’ history of 
headaches. They occurred every day and lasted from one to 
twelve hours. He went pale but had no nausea or vomiting. 
Neither aspirin nor codeine tablets relieved him. At the 
age of 2 years he weighed only 21 lb. and was referred to a 
consultant, who found no abnormal physical signs and made 
no investigations or diagnosis. His mother had had fits up to 
the age of 7 years. 

Examination revealed a small boy weighing 44 lb., but no 
other abnormalities except a positive tuberculin test and a 
doubtfully opaque left antrum on radiography. An ear, nose, 
and throat surgeon considered this last finding of no import- 
ance. The Kahn test was negative. The boy was sent home 
from hospital with no definite diagnosis. 

Later history.—He continued to have headaches, though 
not so often as before. A year later he began to vomit, and 
epilepsy was considered. Electro-encephalography showed : 

an abnormal record definitely suggestive of epilepsy ; 
although there was some localisation to the parieto-temporal 
lobes, with a left-sided preponderance, the degree of asym- 
metry was not great. 

T'reatment.—He was treated with phenobarbitone. His 
headaches became fewer but, when they did occur, more 
\n attempt was made to use primidone, but this 
was abandoned because of the side-effects. The use of sodium 
phenytoin in addition to phenobarbitone has proved 
successful. 


severe, 


ABDOMINAL PAIN 


Case 6.—A boy, aged 8 years, whose mother suffered from 


migraine, had sick headaches for two years and then had 
one which was accompanied by abdominal pain. He was 
seen by a surgeon, who stated that there was no appendicitis. 
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Later on he was investigated in the pediatric outpatient 
department, and no abnormality was found in any system. 
Migraine was tentatively diagnosed. It was suggested that 
either codeine or ergotamine might be tried. During the next 
eighteen months he had repeated attacks of vomiting and 
abdominal pain. There was no relief from codeine. Ergot- 
amine was not tried. He was an only child, and his family 
doctor felt that his troubles might be magnified by his mother. 
He sent him to another surgeon for advice about the appendix. 
This surgeon too refused to operate, and the boy was referred 
to the medical side again. 

Investigation revealed no abnormality, but it was considered 
that the abdominal pain might be an epileptic equivalent. 
An electro-encephalogram showed: ‘a definitely abnormal 
record indicative of epilepsy ; there were no focal 
abnormalities.” 

Treatment.—The boy was treated with phenobarbitone and 
during six months has had no attacks. 

Comment.—But for the vigilance of two surgeons the 
boy would probably have had a normal appendix removed. 
This case shows the importance of full investigation even 
in cases where there is every reason to suspect that 
psychological difficulties are concerned. 

Case 7.—A girl, aged 5 years, was referred by the school 
doctor for attacks of abdominal pain which was severe enough 
at times for her to be sent home from school. She had had 
them since the age of 2'/, years. They came on about three 
or four times a week, making her scream. She felt sick but 
never vomited. One of her mother’s brothers had had similar 
symptoms in childhood, and at the age of 20 began to have 
epileptic fits, which continued at intervals for thirty years. 

Investigation revealed no abnormality apart from large 
tonsils. The report on the electro-encephalogram was : 
“This is an abnormal record definitely suggestive of epilepsy. 
There were no focal abnormalities.” 

Treatment.—The girl was treated with phenobarbitone and 
has remained remarkably free from pain. After a month’s 
treatment her mother said: “She has not complained of 
anything for four weeks, which is quite unusual for her.” 


Discussion 
Diagnosis 

It seems fair to say that the main symptoms in idio- 
pathic epilepsy may be headaches, or vomiting, or 
pains, or pyrexia, or a combination of any of these. 
They do not represent an aura but take the place of the 
convulsion and unconsciousness as epileptic manifesta- 
tions. If a child has any of these symptoms at short 
intervals or for a long period and they cannot be explained 
an electro-encephalogram should be taken. Points in 
the history which suggest epilepsy are a family tendency 
to convulsions, pallor during the attacks, drowsiness 
after them, and improvement when treated with anti- 
convulsants ; but it is not necessary for these to be 
present before pressing on with the investigation. There 
is, of course, no excuse for neglecting to make a thorough 
investigation to exclude other causes of the symptoms. 
Ip some cases pyrexia acts as a trigger for an attack of 
epilepsy, and the cause of the pyrexia must be sought. 
In all cases the possibility that a cerebral tumour may 
cause the symptoms must be borne in mind and excluded 
before idiopathic epilepsy is diagnosed. 

Patients are sometimes seen in whom a firm diagnosis 
of grand mal or petit mal is made but no abnormality 
is ever recorded in their electro-encephalographic travings. 
Presumably the same may happen in masked epilepsy. 
The diagnosis is then very difficult ; but it may be made 
if there is a strong family history and the response to 
treatment is satisfactory. 

Family History 

Of the 7 children reported here 4 had a history of 
convulsions in near relations. In addition a parent of 
1 of them had had recurrent vomiting in childhood, 
and a parent of another child had migraine. In only 
1 case could no relevant family history be obtained. 
In cases 1, 2, 6, and 7 there was a story of similar attacks, 
which might have been masked epilepsy, in near 
relations. 
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Age of Onset 

The age of onset varied from 1 to 8 years, which is 
consistent with the usual onset of idiopathic epilepsy. 
‘Three months’ colic,’ investigated by Illingworth 
(1954), seems to be a baffling disease, and it might be 
worth considering whether it is sometimes due to epi- 
lepsy. Illingworth cites Still and Sheldon as stating 
that it sometimes leads to convulsions. No cases of 
‘*three months’ colic’? have been met with in this 
investigation. 
Treatment 

In this series phenobarbitone has generally proved 
successful in relieving symptoms. In America either 
diphenyl hydantoin sodium or a combination of drugs is 
usually recommended. Blumberg (1954) describes a case 
where troxidone proved necessary. This patient who had 
become a problem child, was, when his abdominal 
epilepsy was controlled, converted into ‘‘a joy and a 
model child.”’ 

It seems best to try first the least toxic drug available 

i.e., phenobarbitone—and to give it in adequate 
doses. Epileptic children seem able to tolerate large 
amounts of phenobarbitone without becoming sleepy, 
whereas normal children cannot. 


Incidence 

These 7 cases were met with in three years’ consultant 
pediatric practice, during which about 1400 new patients 
were seen either as outpatients or on admission to hospital. 
The figures are of little value, however, because in the 
early months cases must have been missed and classed 
as psychogenic or inexplicable, whereas later, when 
general practitioners had realised my interest in such 
cases, they might refer more than would normally come 
into the net. A few more cases have been seen recently 
but have not been followed up long enough to merit 
inclusion here. 

Cyclical Vomiting 

It is doubtful if this disease exists. No genuine cases 
have been seen in this area in the past three years. 
Investigation may reveal one of the following causes : 
abortus fever, cerebral tumour, islet-cell tumour of the 
pancreas, recurrent neutropenia, recurrent pyelitis, 
sinusitis, or tuberculous mesenteric adenitis. 

In the first description of cyclical vomiting (Gee 1882), 
9 cases were reported of *‘ fitful or recurrent vomiting.”’ 
The notes nowadays would be judged inadequate, but 
some of the patients may well have been epileptic. Of 
the 5 for whom a family history was given 4 had near 
relations who had paroxysmal headaches or ‘‘ megrim.”’ 

Hamilton (1951) has pointed out that one or other of 
the parents is not infrequently a victim of migraine. 
Smith (1951) gave his experiences with 700 public- 
school boys: 198 of them had had attacks of vomiting 
before entry at the age of 13, and 13 of these developed 
migraine. Smith stated : 

The most dramatic migrainous sequel is epilepsy. One 
boy who had habitual and often violent sick headaches 
suddenly had a severe epileptic fit in the school library. He 
was treated with sedatives and had no further attacks.” 


ss 


The only other boy who “ crossed the frontier from 
migraine to epilepsy ’’ continued to have attacks, because 
his father, a well-known surgeon (who had had similar 
attacks until the age of 17), was against phenobarbitone. 

These two (or three, if we include the father) might 
well be called cases of masked epilepsy. 

Migraine 

The relation between migraine and epilepsy has been 
described often enough, and the electro-encephalogram 
in migraine has been studied. It is usually stated that 
the tracing is abnormal but not typical of epilepsy. 
The main difficulty has been in diagnosing migraine 
accurately. The cases and families described above seem 
to indicate that two conditions cause paroxysmal head- 
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aches: true migraine and masked epilepsy. To the 
unsuspecting observer masked epilepsy will often seem 
to be migraine, and no doubt in the past many cases 
have been so labelled. 

This surmise is supported by the following statement 
made by Critchley (1950) : 

** Prevention of attacks of migraine by medicinal means 
is often most disappointing. . . . Perhaps phenobarbitone is 
the safest bet. Little if any benefit results from the 
administration of this drug at the time of an attack. The 
patient should persevere for two or three months before 
concluding that the drug is without avail.” 

Night Terrors 

It is well recognised that these are sometimes epileptic 
manifestations (Paterson 1944). In giving the history 
of patients with epilepsy parents often make some such 
statement as ‘‘ He sleeps badly,’’ ‘‘ He is on the go all 
the time in his sleep,’’ and “* He jerks and twists about 
in bed.’’ In some cases there is a history of this unrest 
at night in brothers or sisters who show no other indica- 
tion of epilepsy. Treatment with phenobarbitone usually 
controls it. 


Electro-encephalography 

It is usually conceded that a normal tracing can be 
obtained from an undoubted epileptic, and that a normal 
person may at times show an abnormal tracing, though 
with modern techniques this is becoming rarer. Critics 
may complain that this makes it easy to invent a syn- 
drome and to call it masked epilepsy. The proof of the 
pudding is in the eating. The considerable improvement 
which took place in these patients when they were treated 
with phenobarbitone confirms the epileptic nature of their 
illness. Moreover none of them fitted any other diagnosis. 

Of the 7 cases 6 had no localising features, but in 
case 5 the parietotemporal lobes seemed to be involved. 
It is doubtful if localisation is of any value in this condi- 
tion, though Mulder et al. (1954) suggest that it may be. 


Nocturnal Enuresis 

It has been suggested that nocturnal enuresis may in 
some patients be the only symptom of epilepsy. Turton 
and Spear (1953) found an abnormally high percentage 
of epileptic tracings in a survey of 100 children who 
had severe enuresis. Treatment with phenobarbitone 
rarely benefits such patients, and the question may 
be considered to be still unsettled. 


Psychological Causes 

Fielding (1749) wrote : 

‘Every physician almost hath his favourite disease, to 
which he ascribes all the victories obtained over human 
nature. The gout, the rheumatism, the stone, the gravel, 
and the consumption, have all their several patrons in the 
faculty : and none more than the nervous fever, or the fever 
on the spirits.” 

The fashion has not altered, and nowadays abdominal 
pain is often put'down to psychological causes. Certainly 
pain in children sometimes has a psychological cause or 
reason for continuing, but this is not common. It is very 
easy to call pain psychological whenever we do not under- 
stand its nature (cf. Moore 1944, 1945, 1950). The 
state of a child who has a genuine pain which his parents 
and doctor cannot explain is sad indeed, and after the 
passage of time he may well become neurotic. Let us 
therefore seek ever more earnestly for causes and see if 
we cannot whittle down the core of ‘ abdominal pain 
of unknown origin.” 


Telling the Parents 

People still have fear and horror of the word “‘ epi- 
lepsy.”’ Fits, convulsions, and seizures may be allowed, 
but epilepsy not. It is difficult to explain masked epilepsy 
to some parents, and occasionally they will aggressively 
resist it. Either we can attempt to educate parents into 
a realisation that epilepsy is not a slur nor inevitably 
associated with mental deficiency, or we can glide over 
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the problem by using such terms as ‘“ abdominal 
migraine.”’ 
Summary 

Cases are described in which epilepsy manifested itself 
as pain in the leg, so-called cyclical vomiting, headaches, 
pyrexia, and abdominal pain. 

This type of epilepsy is fairly common though often 
unrecognised, and many cases of cyclical vomiting and 
migraine may prove to be epileptic. 

The term ‘* masked epilepsy 
to include these phenomena. 

Treatment with phenobarbitone is usually successful. 


should be extended 


I wish to thank Dr. H. Lovell Hoffman for advice, and 
Dr. E. C. Turton for his reports on the electro-encephalograms. 
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SUBACUTE COMBINED DEGENERATION 
OF THE SPINAL CORD 


WITH MEGALOBLASTIC ANAZMIA DUE TO 
SPONTANEOUS ILEOCOLIC FISTULA 


R. W. WILKINSON 
M.B. Leeds, D.C.H., D.M.R.D. 
RADIOLOGICAL REGISTRAR, HAMMERSMITH HOSPITAL, LONDON 


Tuts is the first recorded example of subacute combined 
degeneration of the spinal cord with macrocytic anwmia 
and spontaneous ileocolic fistula. Initially liver therapy 
cured the anemia and arrested the neurological degen- 
eration, and this position has been maintained without 
further liver injections after successful resection of the 
fistula. The 3 published cases of anzmia and subacute 
combined degeneration of the spinal cord due to intestinal 
fistula all followed gangrenous appendicitis and all were 
fatal. In the present case the discovery of the fistula 
after a barium meal rather than an opaque enema is 
unusual. Free hydrochloric acid was present in the 
gastric juice, and there was an increased amount of fat 
in the stools. Diarrhcea was not a prominent symptom. 
The clinical picture was complicated by a duodenal ulcer. 


Case-report 

A woman, aged 25, whose mother had died of pernicious 
anemia, was first seen in 1941 complaining of nausea and 
vomiting shortly after meals. During the next two years 
she lost 2 st. in weight, and in 1943 an active duodenal ulcer 
was found radiographically, associ.ted with normal acid 
secretion. In April, 1945, the patient complained of breath- 
lessness, difficulty in walking, and a feeling of ‘uselessness in 
the legs, hands, and arms. Her diet since 1943 had consisted 
mainly of eggs and milk. 

On examination she was pale and thin, with bruising over 
the lower back and knee-joints. There was moderate pitting 
edema of the ankles. The liver was palpable one finger- 
breadth below the costal margin. The knee-jerks and ankle- 


jerks were absent, and the plantar responses were extensor. 
There was considerable disturbance of joint and position 
sense in both lower and upper limbs, and vibration sense 
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Fig. |—Film three-quarters of an hour after barium meal, showing 
communication between smal! bowel and middie of transverse colon, 
and diverticula in small bowel. 


was absent in the legs up to the level of the iliac crests, 
Romberg’s sign was positive. No other abnormality was 
found. 

Investigations.—Examination of the blood showed red cells 
1,150,000 per c.mm., with anisocytosis, megalocytosis, and 
polychromasia ; Hb 32% (4-9 g. per 100 ml.); white cells 
2000 per c.mm.; Arneth shift to the right. A van den Bergh 
test Zave a positive direct response. Sternal puncture showed 
megaloblastic hyperplasia, Fecal fat on a normal diet was 
76°, and 28%, of the dry weight of two random specimens 
Blood-ascorbic acid 0-14 mg. (normal 0-75 mg.) per 100 ml 
Serum-iron 26-8 ug. (normal 98-112 ug.) per 100 ml. Plasma 
proteins 5-3 g. per 100 ml., albumin/globulin ratio 1-1/1. A 
test-meal showed that free hydrochloric acid was present. 

Treatment and Progress.—The patient was treated with 
crude liver extract parenterally and had a reticulocyte 
response of 34%, the Hb increasing to 60% in a month ; 
by November, 1945, the blood picture was normal. At this 
time a further barium-meal and follow-through radiological 
examination was made which showed, in addition to the 
chronic duodenal ulcer, an_ ileocolic fistula and severu! 
diverticula scattered through the small intestine (fig. 1). 
A contrast enema showed a doubtful irregularity in the middle 
of the transverse colon. Treated with liver the patient 
remained well except for occasional attacks of mild diarrhea 
lasting two or three weeks every two or three months. Medical 
treatment improved the abnormal neurological signs but did 
not entirely abolish them, with the result that by August, 
1948, the plantar responses were less briskly extensor, and 
sensory disturbance was limited to loss of vibration sense 
below the knees. Repeat barium studies in November, 1950, 
confirmed the presence of the fistula, At that time the 
patient weighed 114 Ib., her Hb was 94% (14 g. per 100 ml.) 
with normal red-cell morphology, and the plasma-protein level 
was 6-5 g. per 100 ml., with albumin/globulin ratio 1-4/1. 
The colloidal gold reaction of the serum was negative. The 
total fecal fat in a twenty-four-hour specimen was 46-5% of 
the dried feces (on a normal diet). 

Operation.—The fistula was excised by Mr. J. C. Angell, 
F.R.C.S., on Jan. 22, 1951, and the peritoneal cavity was 
found to be obliterated by fine avascular adhesions. Directly 
below the incision a fistula was found from the middle of 
the transverse colon to a ioop of small bowel which could not 
be identified. The fistula was excised and the normal 
continuity of the bowel restored. 

Postoperative recovery was uneventful, and the patient was 
discharged ten days after the operation, liver treatment 
being discontinued. 

Follow-up.—The patient was seen again on March 12, 1951, 
when she reported that she was very well and had gained a 
little weight. Her red cells were 5,600,000 per c.mm., with 
normal morphology, Hb was 94% (14 g. per 100 ml.), and 
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leucocytes were 5500 per c.mm. The neurological signs were 
unchanged. On March 15, 1954, her weight had increased 
to 146 lb., and she was in full-time employment. She had 
no nausea or vomiting, and her bowels were regular, with no 
diarrhea. Her plantar responses were equivocal, and her 
only sensory abnormality was some diminution in vibration 
sense over the lower legs. Her Hb was 84% (12-4 g. per 
100 ml.), and the red-cell morphology was normal. 


Discussion 

The presence of free acid in the gastric juice excludes 
the diagnosis of pernicious anemia. Askey (1944) care- 
fully reviewed 47 reported cases of pernicious ansemia 
with free acid and found none proved. The association 
of macrocytic anemia with lesions of the bowel has been 
recognised for more than fifty years, cases being reported 
by White (1890), Wallis and Warfinge (1893), and 
Meulengracht (1929); but Faber (1895) seems to have 
been the first to suggest a causal relationship (Plum and 
Warburg 1939). The first recorded instance of macrocytic 
anzemia following intestinal anastomosis appears to be 
that of Little et al. (1929). The subject of macrocytic 
anemia with intestinal stricture and anastomosis is well 
reviewed by Barker and Hummel (1939), who add 2 new 
cases and give details of 49 previously reported examples. 
Cameron et al. (1949) found 9 more patients in the 
published reports of the next decade and added 1 of their 
own. Wilkinson (1949) states that all cases of intestinal 
macrocytic anemia would respond to liver if the marrow 
were megaloblastic, and this was the experience in the 
present case. 

The combination of bowel lesion, macrocytic anzmia, 
and involvement of the spinal cord is much less common. 
Davis and Brown (1952) say of megaloblastic anwemias 
resulting from structural abnormalities affecting the small 
intestine: ‘*‘ Neurological complications are extremely 
rare, but a few cases have been recorded.” Watson 
and Witts (1952) state that subacute combined degen- 
eration of the cord occurs ‘‘ in a fairly large proportion 
of patients ’’ but give no details. However, in an earlier 
analysis of published cases Cameron et al. (1949) found 
‘neurological signs’’ in 12 of 61 cases. This total 
includes 2 patients with subacute combined degeneration : 

The first of these (Little et al. 1929) was in a man, aged 29, 
who had two entero-anastomoses for intestinal obstruction 
following gangrenous appendicitis and who also had fecal 
fistule. A macrocytic anemia with normal gastric analysis 
developed. The anastomoses were undone, and the diarrhea 
ceased, but further treatment of the macrocytic anemia with 
liver was necessary. On two occasions withdrawal of treatment 
was followed by relapse, and on the second of these the 
patient developed ‘combined system disease’ and died ; 
necropsy showed obstruction from adhesions. 

The second, a patient of Hurst (1933), was a woman, aged 30, 
with symptoms of intestinal obstruction following eppendi- 
cectomy. She was treated by ileocolic anastomosis, and 
five years later she developed severe macrocytic anemia with 
free acid in the gastric juice and signs of further obstruction. 
She had bilateral extensor plantar responses and diminished 
knee-jerks and ankle-jerks, with pins-and-needles in feet and 
hands. She died three weeks after operation for relief of 
the obstruction. There is no mention of a necropsy. 


Woltman and Heck (1937), reviewing degeneration of 
the spinal cord in conditions other than pernicious 
anzemia, gave details of a woman, aged 60, who developed 
multiple intestinal fistule and a feal fistula after 
appendicectomy. Later the hematological and neuro- 
logical picture of pernicious anewmia developed, and 
typical subacute combined degeneration of the cord was 
verified at necropsy. There is no mention of any gastric 
analysis ; therefore the concurrent development of true 
addisonian anemia cannot be entirely excluded. 

Of 8 patients with short-circuits and intestinal loops 
6 were deficient in vitamin B,, and hence potential 
eandidates for degeneration of the spinal cord (D. L. 
Mollin, personal communication). Thomson (1953) 
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Fig. 2—Section througn mstula, showing absence of Cronn’s aisease 
and of tuberculosis (x 8). 


describes a man, aged 20, with ileocolic anastomosis 
following appendicitis, and macrocytic anemia but no 
neurological involvement. The anemia was cured with 
vitamin B,,, and, later, operation to restore normal 
bowel continuity made further treatment with vitamin B,, 
unnecessary. In an analysis of the ‘ intestinal-loop 
syndrome ’’ Jackson and Linder (1951) conclude that 
involvement of the upper end of the small gut tends to 
produce predominantly steatorrhwa, and of the lower 
end predominantly anemia. From thé present review 
it seems that neurological complications, when they 
occur, are also commonest with lesions of the lower part 
of the small intestine. 

The xtiology of the fistula in the present case remains 
obscure. Taylor (1930) found at necropsy of a woman, 
aged 54, with macrocytic anemia and multiple intestinal 
diverticula the peritoneal cavity almost obliterated by 
adhesions as in the present case, presumably due tu past 
inflammation. Perforation of one of the small-bowel 
diverticula into the colon seems the most likely cause 
of the fistula in the present case. There was no histo- 
logical evidence of Crohn’s disease or of tuberculosis 
(fig. 2). 

Summary 

A case of subacute combined degeneration of the spinal 
cord with macrocytic anemia following the development 
of an ileocolic fistula of unknown cause is reported. 

The fistula was demonstrated by a barium meal but 
not by an opaque enema. 

The anemia and the spinal-cord disease were arrested 
by treatment with liver extract. Resection of the fistula 
completed the cure, doing away with the need for further 
liver injections. 

Three years after operation the patient is well and has 
a normal blood-count. 


I wish to thank Dr. H. 8. Kellett for the hematological 
findings, Dr. R. J. C. Campbell for the radiograph, and 
Dr. R. E. Steiner for advice and encouragement. 
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PAPAIN-TREATED RED CELLS IN THE 
DETECTION OF INCOMPLETE 
ANTIBODIES 


K. GoLpsMITH 
M.B. Lond. 
WESTMINSTER HOSPITAL, LONDON 


PATHOLOGICAL REGISTRAR, 


PROTEOLYTIC enzymes modify red cells so that they 
can be agglutinated in saline suspension by incomplete 
rhesus antibodies. Following work with cholera filtrate 
by Pickles (1946), Morton and Pickles (1947) described 
the use of trypsin for the purpose and later (Morton 
and Pickles 1951) described the use of a filtrate of 
Streptomyces albus extract and briefly mentioned tests 
using papain. Kuhns and Bailey (1950) reported on 
papain more fully. The technique described below, 
modified from that of Kuhns and Bailey, has proved 
both reliable and delicate. Stratton (1953) introduced a 
slide technique using papain-treated red cells. The 
method he recommended was used in parallel with the 
tube technique in the examination of 110 sera. 

The use of papain-treated cells obviates certain 
objections to other methods of detecting antibody : 
prozone effects, the formation of rouleaux in protein and 
other colloidal media, the expense of commercial bovine 
albumin, and the time and skill needed to produce the 
anti-human-globulin serum of Coombs et al. (1945). 


Reagents 

Stock Papain.—1\ g. of papain is suspended in 100 ml. of 
085°, sodium chloride. It may be stored for several months 
at 4°C. Eleven brands of papain were tested. All 
appeared reliable, but those of Biddle, Sawyer * and of 
Mawson ¢ appeared the most active for the purpose. 

Preparation of Papain Solution.—As an alternative to the 
papain suspension described above a more elegant preparation 
in the form of a solution may be obtained as follows. Stock 
papain suspension is stored at +4°C for twenty-four hours 
care being taken to agitate it at intervals. It is then centri- 
fuged, and the supernatant fluid is retained for use in exactly 
the same way as the suspension. The solution is slightly 
less active than the suspension but has proved wholly reliable. 

Storage of Stock Papain for Long Periods.—-_Whereas stock 
papain in current use keeps best at + 4°C, thus eliminating 
the need for constant freezing and thawing, the stock reagent 
will keep for long periods at —20°C. It has been found useful 
to store at —20°C the bulk stock papain, be it suspension or 
solution. A small quantity at a time is thawed out and 
kept at +4°C for routine use. 

Stock Buffered Saline Solution.—1 volume of 1/15 molar 
Sorenson phosphate buffer, pH 7:3, prepared by adding 
3 parts M/15 Na,HPO, to | part M/15 KH,PO,, is added 
to 9 volumes of 0-85°% sodium-chloride solution. 

Red Cells for Treatment.—Red cells, both group-O rhesus- 
positive (CDe/eDE, R,R,) and group-O rhesus-negative 
(ede/cde,rr) are washed three times in 0-85°%, sodium-chloride 
solution. After the last washing they are packed. 


Method 


Nine volumes of stock buffered saline solution are 
added to one volume of stock papain. To one volume 
of the thrice-washed packed rhesus-positive cells and to 
one volume of the thrice washed packed rhesus-negative 
cells are added in each case two volumes of the buffered 
saline-papain mixture. The cell suspensions so prepared 
are incubated for thirty minutes at 37°C in a water-bath. 
The cells are next washed three times and made up to 
a 5% concentration in 0-85% saline solution. Before 
use they are warmed to 37°C. 

0-1 ml. of the serum to be tested is pipetted into 
each of two ‘ precipitin’’ tubes (7 x 50 mm.) and 
warmed to 37°C in the water-bath. This eliminates the 
non-specific agglutination shown by many sera of enzyme- 
* Biddle, Sawyer, 4, Grafton Street, London, W.1. 

t Mneee. c/o John Bell & Croyden, 50, Wigmore Street, London, 
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treated red cells at + 20°C or less. 0-1 ml. of the enzyme- 
treated rhesus-positive cell suspension is added to one 
of the two precipitin tubes, and a similar quantity of 
the rhesus-negative cells to the other. After an hour’s 
incubation at 37°C the two tubes are read macroscopi- 
sally and checked microscopically for the presence of 
agglutination, care being taken not to let the red cells 
cool during the process. Microscope slides warmed to 
37°C may be used to lessen the degree of false positive 
results due to cold agglutinins. 


Results 

61 sera containing rhesus antibody were examined. 
On no occasion was macroscopical agglutination absent. 
In each case a papain-treated red-cell titration was done, 
and parallel titrations were done with red cells suspended 
in saline solution and in 20% bovine albumin, and by 
the anti-globulin technique of Coombs et al. (1945) and 
the trypsin and Strep. albus techniques of Morton and 
Pickles (1951). 

110 maternal sera were examined by Stratton’s tech- 
nique in parallel with the papain method described 
above and with the other methods mentioned. 5 speci- 
mens gave a false positive result by Stratton’s method, 
all other methods used in parallel being negative. The 
technique, when antibody titrations were compared, 
seemed to be as sensitive as the tube papain technique 
described in this paper. 

The tube technique with papain-treated red cells 
proved as sensitive as any other method, giving very 


EXAMPLES OF TITRATION OF FOUR RHESUS ANTISERA 


Rhesus antiserum 


Saline solution 

20° bovine albumin T 

Anti-globulin test (Coombs et al. 
1945) .. oe es és 

Trypsin technique (Morton and 
Pickles 1951) 


Strep. albus technique ‘(Morton 
and Pickles 1951) oe <a 
Papain technique (tube method) 


Papain 


technique 
1953) 2 


(Stratton 


few false positive results. The table gives examples of 
results obtained with four typical anti-Rh sera. 

In 3370 maternal sera examined papain gave only 
11 false positive results and no false negatives. It is 
believed that most false positive results develop as a 
result of cooling of the cell-serum mixture. Of the false 
positives only one was detected on repeating the test 
again with the same reagents. During tests with papain- 
treated red cells in other blood-group systems enhance- 
ment of agglutination was noted with Anti-A, Anti-B, 
Anti-M, Anti-N, Anti-Le*, and Anti-Le>. No agglutination 
took place with Anti-Fy*. 


Discussion 

The method described has certain advantages over 
other antibody techniques in routine use. The formation 
of rouleaux, common in protein media, is obviated. 
Papain is much more economical than the relatively 
expensive commercial bovine albumin. Moreover the 
considerable time and skill required for the production 
of anti-human globulin used in the Coombs technique 
is avoided. Papain appears more sensitive than either 
trypsin or Strep. albus. The method described is simpler 
than that of Kuhns and Bailey (1950), for they recom- 
mend continual agitation of the cell suspension during 
the time that it is being treated with the enzyme, and 
suggest centrifuging the tubes containing cell-serum 
mixture before finally reading the results. Both these 
requirements have been eliminated. 
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In Stratton’s method it is necessary to prepare an 
activator fresh on the day of use. This was also found 
unnecessary ; moreover the error due to false positives 
was rather higher than in the tube method 


Summary 

A method is described for the preparation and use of 
papain-treated red cells to detect incomplete rhesus 
antibody. 

Results of testing 3370 maternal sera are considered 
as well as the titration of 61 rhesus antibodies. Mention 
is made of reactions with papain-treated red cells in 
other blood-group systems. 

The papain technique appears very reliable and more 
sensitive than any other for routine use in the detection 
of incomplete rhesus antibodies. 

Thanks are due to Prof. R. J. V. Pulvertaft, Dr. A. E. 
Mourant, and Dr. J. G. Humble for very helpful advice and 
criticism, and to Dr. Mourant for the various antisera. 
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PRIMARY PEPTIC ULCERATION 
JEJUNUM 


S. Levirr 
M.B. Adelaide 
RESIDENT MEDICAL OFFICER 


Eric G. Sart 
B.Se.,°M.D. Durh., M.R.A.C.P. 


DIRECTOR OF CLINICAL RESEARCH 


ROYAL PERTH HOSPITAL, PERTH, WESTERN AUSTRALIA 


WHEREAS ulceration of the jejunum as a sequel to 
gastro-enterostomy so common as to bring that 
operation for the treatment of duodenal ulcer with hyper- 
chlorhydria into universal disfavour, primary jejunal 
ulceration is distinctly uncommon. 


is 


The first description of primary jejunal ulceration was 
attributed by Ebeling (1933) to Sestier (1827). Richardson 
(1922) reviewed 12 published cases and added 1 of his own ; 
Ravdin (1927) brought the tally up to 23; and Ebeling (1933) 
reviewed 47 cases. Berry and Dailey (1940) brought to light 
other published cases which had been missed; and these, 
their own case, other cases subsequently published (Robinson 
and Wise 1940, Dowdle 1942, Chambers 1943, Carmichael and 
Doggett 1946, Evert et al. 1948), and the present case bring 
the total number of published cases to 83. 


Primary jejunal ulcers behave in every respect like 
peptic ulcers of the lesser curvature of the stomach or 
the first part of the duodenum inasmuch as they may 
cause symptoms of dyspepsia and may bleed, perforate, 
or stenose. Both the practical considerations of natural 
history and management, and the theoretical considera- 
tion of «etiology of primary jejunal ulceration are well 
illustrated in the ensuing case. 


Case-report 

A married woman, aged 23, first began to complain of ulcer 
pain in 1951. She had previously been healthy if rather deli- 
eate. The only relevant past history was of amenorrhea 
associated with an infantile uterus and attributed to ovarian 
insufficiency. In January, 1951, she complained of epigastric 
pain and heartburn coming on two or three hours after a 
meal and relieved by food and alkalis. In February, 1951, 
when she presented herself as a blood-donor, she was rejected 
on the score of anzemia. 

Early in 1952 she became weak and noticeably more pale, 
and her attention was drawn for the first time to the passage 
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stools. Her 
dyspeptic symptoms 
had meanwhile  sub- 
sided, but in February, 
1952, she had an attack 
of severe upper abdom- 
inal pain lasting three 
days. Her hemoglobin 
was only 5 g. per 100 
ml., and she was given 
blood-transfusions. 
Barium-meal radio- 
graphy at that time is 
said to have indicated 
a ‘possible’ ulcer in 
the second part of the 
duodenum (fig. 1), but 
a further radiograph 
taken two weeks later 
did not confirm this 
finding. During the 
ensuing three months 
she continued to have 
intermittent upper 
abdominal pain. 

First 
and Laparotomy. 
In May, 1952, she was 
admitted to the Royal 
Perth Hospital after 
a very rere attack 
of melena. She was a thin frail girl of considerable 
intelligence but displaying a child-like dependence on her 
dominating mother. Physical examination was unrevealing. 
The abdomen was lax and not tender. A fractional test-meal 
showed an exceptionally high level of acid secretion, free HCl 
rising to 100 clinical units at the end of the first hour without 
histamine stimulation. Barium-meal radiography (fig. 2) 
showed some distension of the duodenum and jejunum, the 
significance of which was unapparent. The proximal jejunum 
did not show active peristalsis. 

Laparotomy confirmed the duodenal dilatation, but no 
bowel lesion was detected, and no active surgical measures 
were undertaken. 

Second Admission.—In September, 1952, further upper 
abdominal pain was followed by a severe hw#matemesis. No 
abnormality of the stomach was disclosed at gastroscopy. 

Third Admission.—Early in 1953 the patient complained 
again of epigastric pain occurring two hours after meals and 
radiating into the back. The,pain was not now relieved by 
food or by alkalis. After another attack of melena she 
was readmitted and given blood-transfusions. Barium-meal 
radiography and gastroscopy were unrevealing, and a choie- 
cystogram was normal. Overnight gastric secretion, followed 
by a histamine test-meal in the morning, was studied. The 
results are shown in figs. 3 and 4. ‘l'otal nocturnal secretion of 
gastric juice and HCl production exceeded even the mean 
values obtained 
by Levin et al. 
(1952) in male 
patients with 
duodenal ulcers. 
Before this 
admission the 
patient had also 
complained of 
loose motions, 
passing two or 
three bulky pale 
offensive stools 
daily. The sus- 
picion of steat- 
orrheea was not 
confirmed, for 
on a daily in- 
take of 160 g. 
of fat 90% was 
absorbed. 

Fourth Ad- 
mission and 
Second 
Laparotomy.— 
Further pain 


of tarry 


Admission Fig. !—Barium-meal radiograph in 
January, 1952, showing apparent ulcer 
crater in second part of duodenum. 
This crater was not seen in barium- 
meal radiograph two weeks later. 


Sev 





Fig. 2—Barium-meal radiograph in May, 1952, 
showing considerable dil i of d and 
third part of duodenum. 
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gastric juice secreted from 
9 p.m. to 9 a.m. by controls ; 
(C). male patients with 
duodenal ulcer (D) (Levin 


(C), male patients with 
duodenal! ulcer (D) (Levin 
et al. 1952), and patient 


et al. 1952), and patient with with primary jejunal 
primary jejunal uleer (J). ulcer (J). 
and hematemesis occurred in October, 1953. Gastroscopic 


appearances of the stomach were again normal. Several hours 
after gastroscopy the patient complained of acute generalised 
abdominal pain. Examination showed distension and abdomi 
nal rigidity. The radiological demonstration of gas under the 
diaphragm confirmed the diagnosis of perforation of the 
bowel. 

At laparotomy (Mr. Hector Stewart) a perforation of the 
jejunum on its antimesenteric border about 10 cm. distal 
to the duodenojejunal flexure was found. The edges felt 
indurated, suggesting perforation at the site of the ulcer. 
What was thought to be another ulcer was palpated about 
6 cm. proximal to the site of perforation. The stomach was 
normal. The duodenum was greatly dilated. The ulcer was 
oversewn, and the abdomen was closed without drainage. 

Fifth Admission and Third Laparotomy.—In December, 
1953, the patient was readmitted for elective resection of the 
proximal jejunum (Mr. Stewart). The duodenojejunal flexure 
was mobilised and about 40 cm. of the ulcer-bearing proximal 
jejunum was resected with end-to-end duodenojejunal anasto- 
With a more distal loop of jejunum a classical Polya 
The 


mosis. 
subtotal gastrectomy was then done (fig. 54 and B). 
postoperative course was uncomplicated. 

Sixth Admission and Fourth and Fifth Laparotomies.—In 
January, 1954, two days after discharge, the patient returned 
complaining of severe upper abdominal pain. She was febrile, 
with a white-cell count of 17,000 per e.mm. An indefinable 
mass was felt in the left upper abdominal quadrant, and an 
intraperitoneal collection of pus was diagnosed. Before explora- 
tion could be contemplated two further hamatemeses occurred. 
At gastroscopy the stoma was well visualised, but no ulcer 
was seen. The volume of aspirated fasting gastric juice was 
70 ml., containing 24 units of free HCl. 

At exploration it was seen that perforation of another ulcer, 
about 1:5 cm. in diameter and situated 2 cm. distal to the 
stoma of the gastrojejunostomy, in the efferent loop, had led 


Fig. 5—A, sites of jejunal ulcers ; B, anatomical result following jejun- 
ectomy with duod jej y and b | gastrectomy; C, 
final anatomical result (total gastrectomy) ; X, site of postoperative 
ulceration and perforation. 
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to the formation of a large abscess walled off by coils of small 
intestine and omentum. To oversew this ulcer was technically 
impossible ; the most that could be done was to plug it with 
omentum. The gastrojejunostomy was unpicked and the 
jejunum repaired. The remainder of the stomach was excised, 
and a loop of jejunum well distal to the ulcer was anastomosed 
to the cesophagus, with side-to-side jejunojejunostomy 
(fig. 5c). 

The postoperative course was stormy, with paralytic ileus 
and bilateral pleural effusion as complications. After two weeks 
a mounting temperature and white-cell count, with a palpable 
mass in the left loin, indicated a further collection of pus. 
Exploration revealed a large left-sided retroperitoneal abscess, 
which was drained. The patient made an uninterrupted 
recovery. 

Pathology.—The specimen obtained at the time of subtotal 
gastrectomy consisted of 40 cm. of proximal jejunum, including 
its mesentery, which contained several enlarged lymph-nodes. 
The lumen of 
the jejunum 
was narrowed 
to thediameter 
of a lead pencil 


opposite the 
site of the 
uleer, which 


had previously 
beenoversewn. 
Six ulcers, 
varying in 
diameter from 
0-5 to 1-5 em., 
scattered hap- 
hazardly 
round the cir- 


cumference of 
the bowel, 
were present 
in the proxi- 
mal 20 cm. of 
the jejunum. 
Both macro- 


scopically and 
microscop- 
ically (fig. 6) 
the ulcers had 
the appear- 
ances of peptic 
ulcers of other 
sites. The 
surrounding 
jejunal mucosa was normal. Heterotopic gastric mucosa was 
not present in serial sections. Chronic inflammation alone was 
seen in the mesenteric lymph-nodes. 





Fig. 6—Section of edge of one of six ulcers in 
resected portion of proximal jejunum. Part of 
sloughing fibrinous base is in left-hand portion 
of field. 


Discussion 

At the time of Ebeling’s (1933) review the mortality - 
rate from primary jejunal ulceration with perforation 
was 68:5%. Notwithstanding subsequent improvements 
in surgical and related techniques the patient is indeed 
fortunate in having survived so many hazardous 
complications. 

The distribution by age and sex of primary jejunal 
ulceration is strikingly similar to that of duodenal ulcer. 
Among those affected the ratio of males to females is 
3-5 to 1, and symptoms and complications usually occur 
in the fourth, fifth, and sixth decades of life. The range 
of age-distribution, however, is great, a child aged 8 
years being the youngest patient recorded (Kirmisson 
1898) and a man aged 77 the oldest (Velter 1924). So far 
as can be ascertained, our patient is the youngest female 
on record. 

The repeated inability to demonstrate a lesion either 
radiologically or gastroseopically to explain the obvious 
symptoms of peptic ulceration was a source of perplexity 
for two years. In retrospect, the constantly seen dilata- 
tion of the duodenum and the absence of peristalsis of 
the jejunum in barium studies was of diagnostic signifi- 
cance. Even if ulcers in the jejunum are not radiologically 
demonstrable, it seems that a diagnosis can be tentatively 
made, before dangerous complications develop, on the 
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basis of a history of ulcer pain and the radiological 
demonstration of abnormalities of muscular tone in 
the duodenum and jejunum. A study of radiological 
findings in previously reported cases supports this 
view. 

The nearer the ulcers lie to the duodenojejunal flexure, 
the closer do the symptoms simulate those of duodenal 
ulcer. The periodicity of pain, its relation to meals, and 
the relief obtained from acid-neutralising agents were all 
characteristic of duodenal ulcer pain and suggest a similar 
mode of origin (Bonney and Pickering 1946). Later the 
component of abdominal colic was added to the under- 
lying dyspeptic pattern, suggesting abnormal peristaltic 
activity proximal to the sites of ulceration. As in more 
proximal peptic ulcers, bleeding was invariably followed 
by temporary relief of pain. 

Of the various complications common to all peptic 
ulcers perforation has occurred in about 80% of all cases 
of primary jejunal ulceration. In a large number of cases 
it has been the mode of presentation. Preceding trauma 
has often been implicated ; indeed, with deep-seated 
ulceration of so thin-walled a viscus it is not surprising 
that sudden alteration of intra-abdominal tension may 
be a precipitating influence. In a case of medicolegal 
interest the British Medical Journal (1906) reported 
that a jejunal ulcer was fatally perforated by a blow on 
the abdomen : 

“The occasion afforded the coroner the opportunity of 
pillorying a member of the (medical) profession, and various 
newspapers some striking headlines.” 

Recurrent hematemesis and melwna, the outstanding 
diagnostic problem of our case, are much less common : 
we know of only 2 published cases (Schmilinski 1910, 
Murphy 1916). Stenosis of the jejunum has been 
described by Ebeling (1933). 

We have consistently referred to primary jejunal 
ulcers as peptic ulcers, for on clinical and pathological 
grounds there seems very good reason to do so. Histo- 
logically their appearances are indistinguishable from 
those complicating gastro-enterostomy and from chronic 
gastric and duodenal ulcers; indeed, 2 cases have been 
published of the association of primary jejunal ulcers 
with ulcers in more proximal sites: with chronic gastric 
ulcer (Barber 1926) and with duodenal ulcer (Murphy 
1916). 

The quite phenomenally high level of acid secretion in 
this patient was of obvious etiological importance. Even 
a conventional subtotal gastrectomy failed to reduce 
total sid secretion sufficiently to prevent the develop- 
ment of further jejunal ulceration. Although pH gradi- 
ents were regrettably not studied, it is reasonable to 
assume that, even in the presence of normal pancreatic 
and bile secretion, the pH of jejunal contents during 
interdigestive phases was considerably lower than 
normal. The susceptibility of jejunal mucosa to acid- 
peptic ulceration is well known. What is of great interest 
is the negative observation that in the presence of such 
an abnormal degree of hyperchlorhydria the patient did 
not have a duodenal ulcer. In the genesis of duodenal 
ulcer it is clear that two factors are involved: the level 
of gastric acidity and factor X, the inherent susceptibility 
to ulceration of the duodenal mucosa. The elucidation 
of factor X, which may be due to local reflex ischemia 
or to a defect in the local mucous protecting barrier 
(Hollander 1954), remains one of the most outstanding 
problems in the study of peptic ulcer. 

After having been a surgical curiosity it is possible 
that the patient will eventually provide a hematological 
case-report, for the total removal of the stomach and a 
large part of the jejunum in a female so young is almost 
bound to lead to deficient absorption of both iron and 
vitamin B,,. From the point of view of deficient absorp- 
tion of iron it is perhaps fortunate that, owing to hypo- 
ovarian function, she has no menstrual blood-loss. 
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Summary and Conclusions 


The case is reported of a young woman who presented 
with symptoms of ulcer pain and in two years had at 
least five severe episodes of melena due to primary 
ulceration of the jejunum. The diagnosis was made at 
laparotomy undertaken for perforation of the bowel. 
When recurrence of ulceration, with further perforation 
and hxematemesis, followed subtotal gastrectomy, it was 
considered necessary to remove the remainder of the 
stomach. 

Primary jejunal ulceration must be considered in 
patients with a history of ulcer pain whose stomach and 
duodenum appear normal on barium-meal radiography. 
Suggestive radiological signs are dilatation of the distal 
duodenum and jejunum with diminished peristaltic 
activity. 

Perforation has been a common and_ hazardous 
complication of primary jejunal ulceration. 

Treatment consists in excision of the affected jejunum. 
If preoperative studies reveal normal secretion of gastric 
HCl, subtotal gastrectomy, in addition, will probably 
suffice ; but, if severe hyperchlorhydria is present, total 
gastrectomy must be considered. 

We are extremely grateful to Mr. Hector Stewart and 
Dr. Gerald Moss for permission to cite records of the case 
whilst she was under their care, and Mr. R. Van Raalte for 
the photographs. 
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THE management of prolonged anuria by continuous 
infusion into the vena cava was recently described by 
Russell et al. (1954). The following case further illus- 
trates the use of this method in conjunction with 
biochemical control of electrolytes. 


Clinical Record 

Mrs. 8, aged 44, was admitted to hospital on April 19, 1954, 
for repair of a prolapse. A Manchester operation was carried 
out on April 21, but because the patient was anwmic she was 
given an intravenous transfusion of one pint of group-O 
rhesus-negative blood before operation. During the operation 
there was considerable bleeding and it was decided to continue 
the transfusion. Blood had previously been cross-matched for 
her and was held in the hospital laboratory, but through an 
error the blood which was sent to the operating-theatre was 
for another patient, of similar name, who was also for opera- 
tion that afternoon. This blood was group-A rhesus-positive, 
and the mistake was unfortunately not discovered until 
300 ml. had been administered. 
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Management 

Twelve hours later the patient had secreted only 1 oz. of 
urine, so the Bull régime of dextrose and peanut oil by intra- 
gastric drip was begun (Bull et al. 1949). During the next 
eight days the urinary output remained very low, as little 
as '/, oz. being coliected in twenty-four hours (fig. 1). Vomiting 
was troublesome from the second day, and on April 29, 
when her blood-urea had reached 361 mg. per 100 ml., she 
began to have profuse diarrhcea. 23 oz. of fluid was lost from 
the bowel on April 29, 85 oz. on the following day, and 24 oz. 
on the morning of May 1. 

The timely appearance on this very day of the paper by 
Russell et al. (1954) prompted us to revise our plan of treat- 
ment. The patient was becoming extremely dehydrated and 
the alimentary tract apparently no longer afforded a satis- 
factory avenue for hydration and nutrition. Since further 
diarrhea would probably have led to extreme dehydration 
and death, at midday on May 1 the Bull régime was dis- 
continued and an infusion was begun through a ‘ Polythene’ 
catheter passed up the saphenous and femoral veins of the 
right thigh into the vena cava. This was maintained for 
eleven days, and during this time the urinary output rose 
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steadily to 107 oz. on May 11, when the infusion was dis- 
continued. We had intended to leave it longer, but the onset 
of a sacral bedsore made this impracticable. 

The constitution of the infusion (see table) was adjusted 
daily to give an adequate fluid intake, to maintain a reasonable 
alkali reserve, to ensure a sufficient calorie intake, and to 
achieve a balance of sodium and potassium. To prevent 
thrombophlebitis, 15,000 units of heparin was added daily 
to the 40% glucose solution. Heparin was not added to the 
less concentrated solutions. Estimations of the clotting 
time were made to ensure that the dosage was not excessive. 
Vitamins in the form of ‘ Becosym’ (Roche) 1 ampoule, and 
ascorbic acid 100 mg., were given daily by intramuscular 
injection from May 3 until the patient returned to full diet. 


Progress 

From May 11 the patient was given fluids by mouth, and 
on May 14 light diet was begun. Although the urinary output 
continued to increase—indeed it reached a figure of 206 oz. 
on May 28—the concentrating-power of the kidney during 
this period remained seriously impaired, and the urea-clearance 
was therefore considerably diminished (fig. 1). This gradually 





























BIOCHEMISTRY OF BLOOD, URINE, FASCES, AND VOMIT (FROM START OF INFUSION INTO VENA CAVA); AND FLUIDS 
GIVEN BY INFUSION AND BY MOUTH 
Date (May) , 1 2 3 ‘ 5 6 7 8 9 10 11 12 13 14 28 
Days from onset ef anuria 10 11 12 13 14 15 16 17 18 19 20 21 22 23 38 
Blood 
CO,-combining power (%) 23-6 | 46:8 I3-8 39°5 40-4 49-0 1-0 7-0 59°5 16-2 55-1 56-0 48-1 40-4 
HCO, (m.eq. per litre) 10°6 21-1 15-2 17-6 18-0 21-9 4 21-0 26-5 20-8 24-6 25-0 21-6 18-0 
Chloride (mg. per 100 ml.). . 324 310 300 295 285 275 327 330 354 342 376 385 390 400 364 
(m.eq. per litre) ° P 91 87 85 83 81 78 92 93 100 97 106 108 110 113 103 
Sodium (mg. per 100 ml.) .. 340 296 290 360 290 290 300 335 330 310 | 325 340 305 | 300 290 
(m.eq. per litre) .. 149 30 27 157 127 127 132 146 144 135 142 149 133 132 127 
Potassium (me. per 100 ml.) | 27-6 18-4 22-6 20-2 20-2 27-2 23-0 |18-0 17°6 16°8 16°8 17-2 16-8 | 21-6 17-6 
(m.eq. per litre) ‘ . 7-1 4:7 5-8 5-2 5-2 7-0 5-9 4-6 4:5 4:3 4-3 44 6) #3 | 55 4:5 
Hemoglobin (g. per 100 ml.) 14-9 9-1 9-3 12-1 10-0 9-7 10-0 9-7 9-1 8:8 10-7 9-4 10-4 9-1 
(% Haden) ‘ Fe 96 54 59 77 64 62 64 62 68 | S56 68 60 66 58 
Plasma proteins (g. per 100 ml.) 
Total _ ° ao" 6-0 6-1 6°38 6-40 6°5 6°5 6:8 7-2 7°54 7-2 7-4 
Albumin 2-1 2-3 2-5 2-76 2°38 2-5 2:3 2-7 2-66 2-7 2-8 
Globulin 39 3:8 4-3 3-64 | 3-7 40 4°5 4-5 4-88 4°5 4-6 
Urea (mg. per 100 ml.) 396 440 392 166 432 456 340 396 410 292 252 280 240 228 63 
| | 
Urine | | 
Vol. per 24 hr. (ml.) 138* 280 450 620 720 1260 1700 2540 3000 1310 1905 2010 1380 3350 
Specific gravity és : -. | 1-012) 1-008 1-008) 1-008) 1-008) 1-008) 1-007) 1-009, 1-012) 1-010) 1-009, 1-008 1-010] 1-003 
Urea (g. per 100 ml.) . “Se gee ad 0-95 0-95 0-36 0-90 | 0-91 oO-9l 0-90 0-92 0-91 1-12 1-00 0-55 
(g. eliminated in 24 hr.). . e ia . 4°3 6-0 6:3 11:3 15°55 | 23-0 27-0 12-0 17-2 22-5 13°8 18-4 
Salt loss (as NaCl) (g. per 
24 hr.) sca v4 0-37 0-44 1-62 2-3 2:8 46 | 68 10:2 12-6 5-5 6-9 7°2 4-1 74 
Sodium loss (g. per 24 hr.).. éi 0-35 1-8 ss 1-4 3-8 | 25 77 8-2 | 2-3 4-9 2 2-1 3-2 
Potassium loss (g. per 24 hr.) 0-36 0-25 0-46 0-62 1-0 1-4 2-2 2-0 1-1 2-4 2-1 1-9 31 
; | 
Vomit (v) and Feces (¥) | | 
Vol. per 24 hr. (ml.).. - Nil |95(v) | 20 (Vv) Nil Nil Nil 35 (v) Nil Nil Nil |(670(vF) 620 (Vv) 40 (v) (375 (Vv t 
Salt loss (as NaCl) (g. per | : 
¢4 hr.) Ry O-17 0-1 0-3 2-6 4-6 | 2-7 
Sodium loss (g. per 24 hr.).. 0-8 | |} O-5 
Potassium loss (g. per 24 hr.) | 1-0 0-6 
! 
Fluids by infusion into vena 
cara (oe.) | 
Dextrose (40°) . Pe 20 20 40 20 40 20 15 40 40 $ | 
Sodium lactate (in water) .. 40 20 20 20 as we } 
(in normal saline) 40 .< | 
Sodium citrate (3-8 %) ‘ 4 10 re x 
Dextrose (5%) (in water) .. 60 . 30 10 10 - 
(in saline) .. 40 s 60 60 10 
Normal saline i 10 20 ae rE ~ ee 
Blood 20 § 40 40u, . 
Fluids by mouth (oz.) 
Water 6-4 ‘ 12 | 15*/,;, 13 2"/,| Nil 2 : ad Pp os 2] -«. 
* Lucozade’ .. <a << — . re 5 14 52 20 as ° af . 
Milk .. iy ip * cna ose : 20 20 i -. |° 50 
Special mixture‘ | 86 70 30 104 5 
Other beverages (tea, fruit- 
juice, &c.) te 36 35 3 5 ° 


* Catheter specimen. 


+t No further vomits occurred before patient’s discharge, except for 166 ml. on 25th day. 


were collected for analysis. 
‘atheter removed. 
*acked cells. 
*eripheral vein. 


Small solid stools were disregarded. 
= 
§ I 

I 
q. 


water with fruit-juice (10 fi. oz.). 





Only liquid feces, suggesting onset of diarrhcea, 


This mixture consisted of M/6 sodium lactate (4 fl. oz.), potassium chloride (gr. 7'/,), sodium chloride (gr. 22'/,,) lactose (gr. 600), and 
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Fig. |—Relationship between urinary output and blood-urea. 





improved, however, and with the administration of adequate 
fluids the blood-urea level gradually fell, and on the patient's 
discharge from hospital on June 2 it was only 67 mg. per 
100 ml. Three weeks later it had fallen to 51 mg. per 100 ml., 
but the urea-clearance remained only 36% of normal. A month 
later the blood-urea was 42 mg. per 100 ml. and the urea- 
clearance had risen to 48% of normal. The most recent test, 
carried out on Sept. 29 (162 days after the onset of the anuria), 
showed a blood-urea of 35 mg. per 100 ml. and a urea-clearance 
54% of normal. Further improvement in the renal function is 
confidently expected. 

The patient's gynecological condition remained satisfactory 
throughout, and the repair of the prolapse appears to have been 
successful. The patient’s general condition is now good, and 
clinically she appears normal. 


BIOCHEMICAL INVESTIGATIONS 


Analytical Methods 

Blood-urea was estimated by the colorimetric micro-method 
of Archer and Robb, described by King (1951); urinary urea 
by the hypobromite method. Serum-proteins were estimated 
by the biuret method of Wolfson et al. (1948). Plasma- 
chloride was estimated either by the method described by 
King (1951), or direct in the plasma without deproteinisation 
by the rapid method of Schales and Schales (1941); direct 
titration with silver nitrate, using potassium chromate 
indicator, was employed for its estimation in urine, vomit, and 
feces. Sodium and potassium were estimated throughout on 
an EEL flame photometer. Carbon-dioxide combining-power 
was determined by the Van Slyke method. 


Results 

For the first nine days of treatment, before the start of the 
infusion into the vena cava, only the blood-urea was estimated 
daily : its level rose steeply as the period of anuria lengthened 
(fig. 1). From the tenth day of anuria, when the infusion 
into the vena cava was begun, detailed analyses were made 
of blood, urine, vomit, and of the one specimen of liquid 
feces passed (see table). The blood constituents mentioned 
above were estimated daily until the twenty-third day—-..e., 
three days after the intracaval infusion was stopped. By then 
the blood-urea level had dropped to approximately half its 
peak value, and the over-all biochemical picture was much 
more satisfactory. Clinically the patient was improving 
daily, but her veins had suffered from the repeated vene- 
punctures. It was therefore decided to discontinue the daily 
blood-chemistry investigations except for blood-urea and 
hemoglobin estimations, which could be done on samples 
obtained by finger-prick. A final complete examination was 
carried out on the twenty-eighth day. 

The urine was examined daily for twenty-four-hour volume 
and specific gravity. Chlorides, sodium, and potassium were 
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Fig. 2—Rise in the urea-chloride ratio which accompanied the increased 
output. * Three-day average ratio. 


estimated with a view to making good the daily loss of these 
constituents ; and the daily output of urea was also deter- 
mined. These procedures were also continued until the time 
of the patient’s discharge. The results obtained from analysis 
of urine, vomit, and liquid stool for the thirteen days of 
detailed investigation following the setting up of the infu- 
sion into the vena cava are set out in the table, below the 
corresponding results obtained from blood analysis. 

The daily urine volumes up to the time of the patient’s 
discharge, together with the values for blood-urea, are shown 
in fig. 1. The diuresis which rapidly followed the start of the 
infusion was accompanied by a significant drop in the blood- 
urea level. Although subject to rather large daily fluctuations, 
the flow of urine continued to be satisfactory after the poly- 
thene catheter was removed and oral fluids were begun. 
The blood-urea, which was 440 mg. per 100 ml. immediately 
after insertion of the catheter, had fallen to 252 mg. at the 
time of its removal, and to 63 mg. at the time of the patient’s 
discharge. . 

The urine was of low specific gravity throughout (1-003- 
1-012). The usual value was 1-006-1-009, and varied approxi- 
mately in inverse relation to the volume, The urea concentra- 
tion was consistently low and varied with the specific gravity. 
The highest value recorded was 1-12 mg. per 100 ml. (usually 
it lay between 0-7 and 0-9 mg. per 100 ml.) ; which suggests 
that during the initial period of renal recovery the con- 
centrating-power of the kidney was poor and elimination of 
urea was effected mainly by an increase in the urinary volume. 
A large urinary output was encouraged by allowing the patient, 
who was very thirsty, to drink fluids ad lib. Muirhead et al. 
(1948), in their study of a series of similar cases, showed that 
an increase in the urea/chloride ratio took place concurrently 
with recovery, and they suggested that this might be of 
prognostic value. The urea/chloride ratio was therefore 
determined daily, and was found to rise. steadily—a point 
brought out more clearly when the five-day averages were 
plotted (fig. 2). The rise is proportionate to the increase in 
the average twenty-four-hour urinary volume for each five-day 
period. 

Discussion 

This case demonstrates, firstly, how very easy it is, 
despite routine precautions, to give an incompatible 
blood-transfusion to an unconscious patient. To prevent 
a recurrence of this, blood is now issued from our hospital 
laboratory only on receipt of a written requisition 
bearing the patient’s full name, age, and registration 
number. Only the timely appearance of the paper by 
Professor Russell and his colleagues enabled us to avoid 
a fatal outcome, since the copious diarrhea made the 
Bull régime ineffective. At the start of the extensive 
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biochemical investigations one of the most dangerous 
features of this case was severe acidosis. The infusion 
into the vena cava enabled prompt rectification of the 
acidosis with M/6é sodium lactate, well as rapid 
correction of dehydration resulting from the diarrhaa, 
which would not have been possible with a peripheral 
venous infusion. 

In the management of this case several minor points 
arose which are worth mentioning : 
inadvisable to the intravenous catheter to 
obtain samples of blood for analysis since the procedure 
may disturb it, as well as increase the risk of sepsis. It may, 
however, be used to obtain essential samples of blood if no 
peripheral vein is available. 

(2) Prophylactic procaine penicillin (1,000,000 units daily) 
was begun on May 1, but was discontinued after three days 
because an urticarial rash developed. In spite of daily bladder 
lavage, the urine subsequently became infected with Staphylo- 
coccus pyogenes, but the infection was successfully treated with 
a course of erythromycin. 

(3) In order to prevent displacement of the catheter it was 
necessary to limit the patient’s movements, which resulted in 
the development of a bed-sore. This healed rapidly with 
routine treatment once the catheter had been removed and 
the patient’s mobility restored. 

(4) In view of the risks attendant upon intravenous potas- 
sium therapy, a low serum-potassium level was disregarded 
until potassium chloride could be administered cautiously 
by mouth. 

(5) When the time came to start feeding the patient orally, 
lactose was chosen in preference to glucose, since it is less 


as 
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sickly and therefore less likely to cause vomiting which, 


at that stage, might have been dangerous. 
Summary 

A case of prolonged anuria due to incompatible blood- 
transfusion is recorded. 

After ten days on the Bull intragastric drip régime, 
diarrhea supervened of such severity as to make further 
treatment by this method ineffective. 

Infusion into the vena cava was substituted for the 
next ten days, and this made possible extensive bio- 
chemical control of fluids and electrolytes until diuresis 
began. 

By using a 40% glucose solution in the infusion it was 
possible to supply sufficient calories in a much smaller 
volume of fluid. 

We are indebted to Dr. Patrick Kidd for his interest and 
advice; to Dr. C. J. Thornberry, Dr. D. B. Stott, Dr. 
H. F. Juckes, and Sister M. Curtis for their devoted work in 
the management of this case; and to Mrs. P. Limrick, Mr. 
B. F. Savage, and Mr. G. C. Ross for their skilled technical 
assistance. Mr. F. V. Hughes constructed the figures. 
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Medical Societies 


ROYAL SOCIETY OF MEDICINE 
Anzmia in General Practice 


THE section of general practice met on Dee. 15, with 


Dr. R. J. Minnirt, the president, in the chair, to discuss 
the Management of Anemia in General Practice. 


Dr. DouGitas FRENCH described the incidence of 
different types of anzmia in his practice of some 5000 
patients. Patients with iron-deficiency anemia averaged 
80 a year; half of these cases were associated with 
pregnancy. In eleven years he had seen only 13 patients 
with pernicious anemia, 2 with chronic myeloid 
leukemia, 1 with acute leukwmia, and altogether 10 with 
the rare types of blood-diseases; he had 4 hwemo- 
philiaes in his practice, 3 of them in one family. 
These figures meant that, judging by his experience 
the general practitioner had to deal almost exclusively 
with iron-deficiency anemia; other types were 
relatively rare and needed hospital investigation for 
proper diagnosis. It followed that vitamin B,,, folic 
acid, liver extracts, or mixtures containing these 
substances were rarely needed, and they should in fact 
never be used unless there was a clear therapeutic indica- 
tion for them. Dr. French did blood-counts—tred cells, 
hemoglobin, white cells (total and differential)—on all 
anemic patients. Anemia was rarely very urgent, and 
it paid to spend a few days on correct diagnosis rather 
than start taeatment which might prove after some weeks 
to be incorrect. The colour-index was a useful guide 
to sorting cases ; if it is over 1-0, the patient should be 
sent to hospital and no treatment should be given. If 
the colour-index was about 1-0 iron-deficiency anzmia 
was the most likely diagnosis, so treatment with iron 
was given; but the patient was sent to hospital if the 
response was not up to expectations. It was important 
to regard iron-deficiency as a physical sign, not as a 
diagnosis per se ; a cause for the anemia must be sought 

in particular, tuberculosis, peptic ulcer, complications 
of pregnancy, malignant disease, rheumatoid arthritis, 
and bleeding hemorrhoids must be considered. 

In treating the anwmia, ‘‘an air of expectant scepticism” 
should be maintained, and one should be careful not to 


spoil clues for subsequent specialist examination, if this 
should be needed. Oral iron should give a hemoglobin 
rise of 1% (0-148 g. per 100 ml.) per day; no great 
difference was found between inorganic salts, such as 
ferrous sulphate, and organic salts, such as ferrous 
succinate. Intravenous iron gave a rather more rapid 
rise, and Dr. French used this preparation for: (1) all 
patients with an initial hemoglobin of less than 60° 
(9 g. per 100 ml.); (2) all patients with hypochromic 
anzmias of pregnancy ; (3) the minority of patients who 
genuinely failed to respond to oral iron; and (4) all 
cases in which the diagnosis was in doubt. The iron 
injections were given daily if possible, since this kept the 
patient interested, and the course was quickly completed. 
The dose used was 25 mg. Fe per 1% hemoglobin deficit ; 
and this sufficed, he found, to give a reticulocyte rise of 

-10% on the fifth to eighth day. If intravenous iron 
did not restore the blood picture to normal, it was 
important to look for chronic blood-loss and the other 
diseases already mentioned. 

In pregnancy the presence of hydremia must be 
remembered ; Dr. French suggested from his own 
observations that a red-cell count of 4,000,000 per ¢.mm. 
and hemoglobin of 80% (12 g. per 100 ml.) at the 
twentieth week was normal. He pointed out that there was 
a physiological rise of hemoglobin on the day of labour, 
a fall on the first three days of the puerperium, and then a 
gradual recovery to normal levels in the next six weeks ; 
these normal variations tended to be forgotten when 
assessing the value of iron preparations in pregnancy 
anemia. In the true iron-deficiency anemia of pregnancy, 
intravenous iron was the most effective treatment. 

Dr. M. C. G. ISRAELS agreed that the colour-index 
provided a useful guide to the practitioner’s course of 
action, and he pointed out that almost all the patients 
whose anzmia was not due to iron deficiency needed at 
least outpatient hospital investigation for proper differ- 
ential diagnosis. A colour-index about 1 suggested 
malignancy (especially of the alimentary tract), reticu- 
loses (including Hodgkin’s disease), or uremia; but 
some of these patients proved to have primary iron- 
deficiency anemia. A colour-index over 1 suggested 
quite a different group of diseases: pernicious anemia, 
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leukemia (especially the aleukzemic forms), acquired 
hemolytic anemia, sprue and non-tropical steatorrhaa, 
and aplastic anemia. Dr. Israéls dealt with the differ- 
ential diagnosis of these conditions and pointed out how 
important it was not to give vitamin B,,, folic acid, or 
liver, or any of the so-called ‘‘ complete ’’ hzematinics to 
these patients before the diagnosis was settled, since 
these substances were liable to confuse the diagnostically 
critical examination of the bone-marrow. He emphasised 
that the various hyperchromic anzmias all needed quite 
different treatment. 

In pregnancy the physiological hydremia meant that 
reliance could not be placed on the colour-index, which 
might often be over 1-0 without there being a megalo- 
blastic change in the marrow. The diagnosis of megalo- 
blastic anemia of pregnancy could be settled only by 
bone-marrow examination, and this should certainly be 
done for every patient whose hemoglobin level was 
below 9 g. per 100 ml. (70%) and who did not respond 
to parenteral iron. If megaloblastic changes were found, 
treatment with folic acid soon restored the blood picture. 

Dr. CHARLOTTE Natsu asked about anemia in old 
persons which changed from hypochromic to hyper- 
chromic with iron treatment ; given liver thef improved. 
Was not this a case for the use of the condemned 
‘‘ blunderbusses”’ ? The answer was: definitely No; 
the type of hyperchromic anemia should be established 
first, and Dr. Israéls drew her attention to the fact that 
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folic acid must not be given to patients with pernicious 
anemia. 

Dr. Jonn Hunt said that blood-counting was time- 
consuming for the general practitioner; would not a 
hemoglobin estimation be enough ? Dr. FRENCH thought 
that if the hemoglobin was less than 85% the red cells 
should be counted. 

Dr. R. M. 8. McConaGuey remarked that it was very 
important to impress on patients with iron-deficiency 
anemia that the treatment had to continue for two to 
three weeks before the patient felt really improved ; 
otherwise the patient was liable to become discouraged 
and stop treatment too soon. 

Dr. J. N. M. CHALMERS mentioned the new intramus- 
cular-iron preparations and said that in one case he had 
seen a rise in hemoglobin from 35 to 90% with three 
weeks’ treatment, during which 53 ml. of ‘ Imferon’ was 
given. This material gave rise to local discomfort rather 
more commonly than some reports suggested. 

Other speakers pointed out that Dr. French used a 
lot of intravenous iron ; was it really necessary to use 
it so often in preference to oral iron? Dr. FRENCH 
agreed that it was not rally necessary. Most patients 
could tolerate one or ower of the many oral iron prep- 
arations. He had been working on the effects of these 


intravenous preparations, and they did have the advan- 
tage that the doctor could be sure that the patient had 
received a proper dose. 





Reviews of Books 


Clinical Psychiatry 

W. Mayver-Gross, m.p. Heidelberg, F.x.c.P., director of 
clinical research, Crichton Royal Mental Hospital, 
Dumfries; Exiot SLATER, M.A., M.D. Camb., F.R.C.P., 
D.P.M., physician in psychological medicine, The National 
Hospital, London; Martin Rorn, m.p. Lond., M.R.C.P., 
director of clinical research, Graylingwell Hospital, 
Chichester. London: Cassell. 1954. Pp. 652. 50s. 


Tus is the most considerable textbook on psychiatry 
yet published, or likely to be published for some time, ip 
English. Its bibliography is far more extensive and inter- 
national than is usual. The legal aspects of psychiatry 
are reviewed as they affect not only Britain and America, 
but also France, Germany, Scandinavia, and other 
countries. Mental defect is discussed early, affording 
a clear introduction to those many conditions where 
psychiatric syndromes direct attention to a more primary 
disorder, whether toxic, inflammatory, handicapping, 
or primarily psychotic. In describing the gross or minute 
structural lesions which may first present as mental 
disorder the authors combine sound pathology with 
respect for psychiatric observation. The sections on the 
epilepsies and cerebral trauma are written in a highly 
stimulating manner; and the critical assessment of 
leucotomy as a treatment for schizophrenic disorders 
should convince many that modern psychiatrists are 
well aware of both the losses and the gains achieved 
through recent advances in treatment. Some will regret 
that the descriptions of psychopathic states and neurotic 
personalities have been combined in one large chapter. 
So much that these authors write of the history of 
modern concepts is good that clearer views on the 
nature of psychopathic states might have been expected 
of them: But the chapter as a whole contains many 
illuminating passages: the unstable drifter, the vagrant, 
ind the sexually abnormal are all well described. 
Genetics is more fully dealt with than usual. The authors 
laim—and back their view with statistics—that the 
esults of analyses of large groups of patients yield 
nore trustworthy evidence on the causes of mental 
lisorder than does psycho-analysis by Meyerian or 
‘reudian methods, of small numbers. It seems likely 
hat most criticism of the book will be concerned with 
his claim. Dr. Mayer-Gross and his colleagues have 
tollowed good precedent in collecting, collating, and 
nalysing an abundance of data, and much support is 
ffered for their deductions. Psychotherapists who 


wish to refute these must face the challenge of their 
carefully collected case-material. Some will hope that 
the authors’ determinism will be modified by the 
accumulation of yet more facts. 


Chemical Pathways of Metabolism 
Vol. u. Editor: Davin M. GREENBERG, department of 
physiological chemistry, University of California. New 
York: Academic Press. 1954. Pp. 383. $9.50. 

THE second volume, which completes this treatise, 
follows hard on the first. This time the contributions 
are all from laboratories in the United States. The first 
five deal with amino-acid metabolism, and the others 
are on the purines and pyrimidines, the nucleotides and 
nucleosides, and heme and chlorophyll. They are clearly 
written with enough structural formule to make them 
easy to follow. Those whéd have not been closely 
associated with this kind of work will be amazed at the 
way in which our knowledge of all this intermediary 
metabolism has been enhanced by the use of radioactive 
isotopes. How could we ever have found out without 
them that the c atom lying between the two atoms of 
nitrogen is derived from formate in the purines but from 
CO, in the pyrimidines ? ’ 


The Brompton Hospital 
The Story of a Great Adventure. Maurice Davipson, 
M.A., D.M. Oxfd, F.R.c.P., consulting physician to Brompton 
Hospital; F.G. Rouvray, 0.B.£., late house governor, 
Brompton Hospital. London: Lloyd-Luke. 1954. 
Pp. 152, 21s. 


Brompton Hospital owes its inception to Philip Rose, a 
solicitor. He was impressed by the facts that consumption 
was the most common and fatal disease, destroying a 
third of the population, yet the doors of all hospitals were 
closed against it. His attention had been drawn to 
the problem when he was unable to obtain hospital 
or for a consumptive clerk employed by his 

rm. 

The hospital opened in the Manor House near the Royal 
Hospital, Chelsea, on Sept. 13, 1842. There was accommo- 
dation for 20 patients and it is hardly surprising to learn that 
this was nothing like enough. An extension of the house was 
found to be impracticable, and the committee accordingly 
decided on the more ambitious scheme of erecting a new 
building to accommodate, by successive additions, 100 to 
200 inpatients. The site chosen was at Brompton, “ a village 





1. See Lancet, 1954, ii, 902, 1110. 
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in Kensington, remarkable for the salubrity of its air and 
surrounded entirely by nurseries and garden grounds which 
were amongst the first cultivated in the country.’’ The ground 
was formerly part of a botanical garden. The new building 
came into use in 1846 and since then the hospital has gone 
from strength to strength. The new wards were ventilated by 
a forced supply of warmed air, which was held to provide 
“for the poor a climate nearly approaching that of southern 
latitudes, the advantages of which can only be enjoyed by the 
more favoured portion of the community.” 

There are short biographies of the doctors who have done 
so much to gain for the hospital its great international reputa- 
tion—among them Richard Quain, Burdon Sanderson, 
Douglas Powell, Kingston Fowler, and Perey Kidd. The 
book is intended for lay readers and it will appeal to them ; 
but it will appeal most to those who are proud to have been 
associated with ‘‘ Brompton.”’ 


The Biochemistry of Semen 

F.R.S., reader in physiology 
University of Cambridge. 
York: John Wiley. 1954. 


T. MANN, M.D., SC.D., PH.D., 
of animal reproduction, 

London: Methuen. New 

Pp, 240. 16s. 


As Dr. Mann points out in his preface, information 
on the physiology of semen, and particularly its chemical 
aspects, is scattered among books and journals, many 
of which are_ inaccessible. Lack of a comprehen- 
sive and up-to-date treatise has handicapped the 
now numerous biochemists, clinicians, zoologists, and 
veterinarians concerned with this subject. Dr. Mann 
has himself made many important contributions to 
semen chemistry and physiology since he became 
especially interested in this subject in 1944, and in this 
scholarly book he condenses an immense amount of 
information into a relatively small space. The biblio- 
graphy alone includes nearly a thousand items. 

He begins with a synopsis of the principal structural and 
physiological features of spermatozoa and the accessory 
glands. There is a detailed account of the physical and 
chemical properties of semen—many mammalian, as well as 
non-mammalian species receiving due consideration—and 
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of the methods used for the evaluation of semen quality. 
Next, the influence of extraneous factors—such as hormones, 
sperm-egg interacting substances, spermicidal agents, semen 
dilutors, ionising radiation, and deep-freezing—is described. 
Other chapters deal with metabolic processes which supply 
the spermatozoa with energy for their motility and survival, 
and special attention is given to seminal fructose (the study 
which Dr. Mann has made peculiarly his own) ; the occurrence 
of inositol, lipids, citric acid, and nitrogenous bases including 
spermine, choline, and ergothioneine; and the protein 
constituents and enzymes of spermatozoa and seminal 
plasma. 


Advances in Ophthalmology (Vol. vo-—vi. The 
Hague: Uitgeverij Dr. W. Junk. 1954. Pp. 758. 125 
guilders).—This double volume of Documenta Ophthalmologica 
contains the proceedings of the symposium on the retinal 
circulation held in Strasbourg in 1951, which survey ophthalmo- 
dynomometry in its physiological and clinical implications. 
The proceedings of a symposium on squint held in 1943-44 
by the Dutch Ophthalmological Society while Holland was 
under Nazi occupation are also included. Some of the material 
is now out of date, but the account of the genetic aspects of the 
affection by Waardenburg, and the papers on binocular vision 
and fusion movement by F. P. Fischer and J. W. Wagenar, 
are both useful. The volume also includes monographs by 
Roelofs on optokinetic nystagmus and by Yap Kie Tiong on 
experimental keratoplasty. 


Heart (2nd ed. Baltimore: Williams & Wilkins. London : 
Bailliére, Tindall, & Cox. 1954. Pp. 680.  114s.).—Dr. 
Aldo Luisada has added two or three short chapters in this 
new edition of his book and made many changes to bring the 
text up to date. He continues to classify cardiac lesions on an 
anatomical rather than an etiological basis, a method which 
fails to give the correct perspective for such lesions as mitral 
stenosis and constrictive pericarditis. The first chapter lists 
those who have made outstanding contributions to cardiology 
from 1530 to the present day, but no British physician is 
mentioned after 1912 though two British surgeons are included. 
The book is well produced on heavy glossy paper, but the 
price has doubled since the first edition. 
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A SMALL URINARY-FISTULA SUCTION-CUP 


A URINARY fistula is tedious not only to the patient, 
whose skin often becomes excoriated, but -also to the 
nurses, who have to keep changing soaked dressings. 
Furthermore large quantities of dressings are required. 

Hamilton Irving 
introduced his supra- 
pubic apparatus in 
an attempt to reduce 
these difficulties; 
but it was cumber- 
some and (especially 
where the patient 
was obese) it often 
leaked and caused 
pressure sores under 
the retaining straps. 
The basic principle 
of draining the urine 
into a receptacle 
without a tube in 
the fistula was 
sound, however, 
and I have therefore 
used it in designing 
a suction-cup (fig. 1) I describe here. This is small 
and very simple to use and works equally well with 
little or no attention, whatever the configuration of the 
patient. Being made of ‘ Perspex ’ it should be sterilised 
by a cold antiseptic solution, and it is fixed over the 
fistula with strips of ‘ Elastoplast.’ The air inlet is 
placed uppermost, and the tube, draining from the 
lowest point, is connected by small-bore pressure-tubing 
to a Roberts silent suction-pump. The patient may 
thus be kept dry both in and out of bed. 


Although this cup was originally designed for urinary 
fistule it may be with equal success over any 
fistula draining thin fluid wherever situated. Its size 
is adequate for almost every fistula and yet small enough 
not to interfere wifh wound dressings. The air inlet (A) 
(fig. 2) allows continuous suction to be used without 
creating a partial vacuum and consequent soreness of 
the skin drawn into the cup. Furthermore, a current 
of air is continuously passing over the skin around the 
fistula, thus pre- 
venting it from 
becoming sodden. 
The inner lip (B) 
not: only prevents 
urine from seep- 
ing between the 
cup and the skin 
but also helps the 
cup to fit more 
comfortably by 
increasing the 
area of contact 
between the two. 
The _ connection 
(c) to which the 
rubber tube is 
attached is angled 
to allow the cup 
to lie flat even on 
an obese patient. The cup, being made of perspex, is 
both light and inexpensive to make. 


12-5 m 


fort 





Fig. 2. 


I am indebted to the Genito-Urinary Manufacturing 
Company for making this cup for me from the prototype 
supplied by Mr. R. A. Crispin, to Mr. J. D. Foy for the drawing, 
and to Mr. F. Wardlaw for the photograph. This same 
company also market the Roberts suction pump. 


H. F. Smrrs 


Withington Hospital, 
~he —- B.SC., M.B. Manc., F-R.C.S. 


Manchester 
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irritability 
associated with infections... 


. one of the many uses for short-acting NEMBUTAL..... 


What yardstick do you use to determine the drug you 

write on your prescription ? If the drug is a barbiturate—such 
as short-acting NEMBUTAL—you can measure it, compare it, 
and sum it up in these four short sentences :— 


® Short-acting NEMBUTAL can produce any de- @ Hence, there’s less drug to be inactivated, 
sired degree of cerebral depression—from mild shorter duration of effect, wider margin ci 
sedation to deep hypnosis safety and little tendency towards morning- 
, . aia after hangover. 


@ The dosage required is small—only about ®@ Inequal oral doses, no other barbiturate com- 
half that of many other barbiturates. bines quicker, briefer, more profound effect. 


Perhaps that’s why, after nearly 25 years, more 
and more prescriptions call for NEMBUTAL, 
available in § gr., }gr. and 1} gr. capsules and 


as an Elixir (2 grs. per fl. 02.) 


(Pentobarbitone Sodium, B.P.) 
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Adrenalectomy for Hypertension 

Ir is more than twenty years since adrenalectomy 
was first done for the relief of hypertension, and 
upward of 200 cases treated in this way have now been 
described.1-® When DeCourcy? in 1934 reported 
the favourable effect of partial bilateral adrenalectomy 
in 8 patients with severe hypertension, he stated his 
belief that elevation of the blood-pressure was due 
to excessive secretion of adrenaline by the adrenal 
medulla. There is now good evidence that, except 
in pheochromocytoma, hypertension is not associated 
with increased secretion of adrenaline or noradrena- 
line, and it is the adrenal cortex that plays the more 
important part in pathogenesis. Whether its réle is 
primary or secondary has been debated at length.'® 
In support of a primary réle is the clinical evidence 
that many patients with hyperadrenalism have 
hypertension and that removal of an adrenal cortical 
tumour or total or subtotal resection of bilaterally 
hyperplastic glands abolishes the symptoms and signs 
of Cushing’s syndrome and often restores the blood- 
pressure to normal. Conversely hypotension is a 
feature of Addison’s disease. THORN and his associates® 
have reported that the blood-pressure fell to normal in 
2 hypertensive paticnts in whom adrenal insufficiency 
developed ; and in 1 of them hypertension recurred 
when deoxycortone was given. But there is still 
no evidence that essential or renal hypertension is 
associated with increased adrenocortical activity 
or with the formation of abnormal adrenocortical 
hormones, and the majority opinion is that adreno- 
cortical hormones have a secondary action which 
allows other factors to .elevate the blood-pressure. 
GOLDBLATT " first observed that hypertension induced 
experimentally by constriction of one renal artery could 
be abolished by adrenalectomy. Other workers '? 1% 
have shown that in rats adrenalectomy abolishes the 
hypertension which follows nephrectomy in single 
animals or in animals linked in parabiosis. There is 
some evidence that the adrenal glands maintain this 
reniprival hypertension through their action on 
water and salt metabolism,'* because at least in single 
animals ingested sodium chloride is a partial substitute 
for the adrenocortical hormones. 

Adrenalectomy is much safer now that it can be 
followed by adequate substitution therapy with 
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cortisone (though in some cases deoxycortone is 
also required). The results are difficult to assess, 
for several reasons. Observations on the effects 
of rest alone,’ of hypotensive drugs,!® and of 
sympathectomy '? have shown that spontaneous 
variations in the blood-pressure may be profound, 
and that any operation may cause a fall in blood- 
pressure. Hence it is difficult to obtain satisfactory 
controls. Furthermore the results of adrenalectomy 
have been assessed by different criteria—in some 
instances by the effect on the blood-pressure alone, 
in others by the effect on symptoms and signs. Nor 
has the operation been uniform. In most cases the 
patient has undergone subtotal bilateral adrenal 
resection ; and some, but not all, of these patients 
have required postoperative substitution therapy. 
Only a few have undergone total adrenalectomy.* 
Understandably there has often been “ surgical 
polypharmacy ’’—adrenalectomy combined — with 
removal of a diseased kidney or with bilateral 
sympathectomy. In the largest published series ® 
Adson-type sympathectomy has been combined with 
total or subtotal adrenalectomy. Finally some of the 
patients have had essential hypertension, and others 
unilateral or bilateral renal disease. Since the opera- 
tion is experimental, it has been undertaken mainly 
where the hypertension has been severe (diastolic 
pressure greater than 120 mm. Hg),*the patient has 
failed to respond to intensive medical treatment, 
and there has been evidence of progressive damage 
to the heart, kidneys, brain, or—particularly—the 
eyes. Because of the high mortality from operation 
and short postoperative survival in patients with 
nitrogen retention, any impairment of renal function 
is now accepted as an absolute contra-indication to 
adrenalectomy. 

Of the 125 patients operated on by the Philadelphia 
group ® about a third had a reduction in blood- 
pressure to 150/100 mm. Hg, and in a further quarter 
or so the diastolic pressure after operation did not 
exceed 110 mm. Hg. BowWerrs! claims that, in a 
series of 27 patients operated on, all but 1 of the 
21 survivors subsequently became normotensive. 
DeCourcy® claims similarly good results; but 
in view of the spontaneous fluctuations in blood- 
pressure it is difficult to assess the result when only 
isolated readings are given. The Boston group,*® 
who did total adrenalectomy alone, give more detailed 
blood-pressure readings.. Of 12 patients operated on, 
9 survived three months or longer; and of these, 
only 2 showed a definite fall in blood-pressure. 
Despite a profound fall in pressure, some patients have 
died soon after operation of coronary thrombosis or 
cerebrovascular accidents. On the other hand some 
patients have been relieved of their symptoms, and 
the eye-ground changes have regressed without any 
significant change in blood-pressure—a response that 
has also been observed after sympathectomy alone. 
One of the most striking changes after adrenalectomy 
is increased loss of urinary sodium and chloride, and 
in several patients this has led to the disappearance 
of congestive cardiac failure or pulmonary cedema. 
Although a significant fall in blood-pressure late in 
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convalescence has always been preceded by increased 
excretion of sodium, loss of this electrolyte is not 
always accompanied by a decrease in basal blood- 
pressure. ROSENHEIM ® has reported a case in which 
there was severe postoperative hypertension despite 
biochemical findings which indicated advanced adrenal 
insufficiency. Thus the réle of the adrenocortical 
hormones and electrolytes in maintaining hyper- 
tension remains uncertain. In the words of JEFFERS 
et al.® : 

“This is an experimental approach which cannot at 
present be recommended as a treatment for hyper- 
tension... . 4 As in the case of sympathectomy, one cannot 
predict which patients will respond with improvement 
nor can we discern why certain patients with adequate 
renal function have failed to improve after operation.” 


Peripheral-nerve Injuries 

EarLy in the 1939-45 war the Medical Research 
Council appointed a Nerve Injuries Committee under 
the chairmanship of the late Gkorcr Rippocu, and 
this formed a focal point for the five centres for 
nerve injuries ‘which were set up as part of the Emer- 
gency Medical Service. The collaboration of the 
Services and the Ministry of Pensions ensured that 
large numbers of patients with serious nerve injuries 
reached these centres and attended for review for 
several years after operation. Although the staffs at 
the five centres naturally approached the problem 
of peripheral-nerve injuries differently, certain stan- 
dards of thoroughness, methods of examination, and 
criteria of recovery were followed at each centre, so 
that experience gained at one could be measured 
against that at another, to the advantage of both. 
This vein of uniformity has enabled the Nerve Injuries 
Committee of the M.R.C. to present the combined 
experience of all centres in a special report.'® 

Some fundamental experimental work on the pro- 
cesses of nerve degeneration and repair was being 
done at Oxford by a team under the stimulating 
guidance of J. Z. Youna. These early studies showed 
that after a crush injury in which there was degenera- 
tion of the axon and myelin sheath the axon tips 
regenerated at the rate of about 4 mm. a day. They 
also showed that, besides the time taken in the axon 
tips travelling along the “ Schwann tubes,”’ there was 
an initial delay at the site of injury and some delay 
between the tip of the axon reaching the end-organ 
and the return of function. In laboratory animals 
this stage of functional recovery was reached at 
a rate of 2-3 mm. a day; and H. J. Seppon, P. B. 
Mepawark, and H. Smrrx (1943) found that in man 
likewise the radial nerve regenerated steadily, though 
at the rather slower rate of 15 mm. a day. 
Ruta BowpeENn. summarising later work, now shows 
that the rate of recovery gradually falls off 
in covering the fairly long distances for nerve 
regeneration in man; and she points out that the 
closer the lesion to the spinal cord the faster is the 
rate of advance. But with a high lesion, though 
the initial progress is faster than with a low one, the 
outlook is not on that account better. 

Peripheral-nerve injuries give rise to difficult prob- 
lems in diagnosis and in treatment. An excellent 
illustrated pamphlet, prepared by Sir James Lear- 
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MONTH,'® was widely used during the war and was no 
doubt responsible for many patients being sent to a 
nerve injuries centre for fuller investigation. Here 
exhaustive clinical examination was supplemented 
by sweating and electrical diagnostic tests, and in 
Edinburgh by a detailed study of the vascular changes 
in nerve injury (described by R. L. Ricuarps in the 
report). The many early difficulties experienced by 
A. E. Rircute and P. Bauwens in electrical diagnosis 
of nerve injury led to the construction of special 
apparatus to deliver a “‘ square ”’ wave, the intensity 
and duration of the stimulus being variable. Rircure 
rightly suggests that the widely used galvanic and 
faradic stimulators for electrical diagnosis should be 
replaced by a simple stimulator delivering two 
different lengths of shock, of about 1 and 300 m. sec. 
Denervated muscle would require a substantial increase 
in intensity in changing from the long to the short 
shock, but a normal muscle would not. 


R. B. Zacnuary and R. Roar have analysed 
1500 case-records of lesions in continuity, and corre- 
lated the clinical and pathological findings in a con- 
siderable proportion of these. The steps in the diagnosis 
of a lesion in continuity are: (1) distinction between 
a degenerative and a non-degenerative lesion; and 
(2) subdivision into cases of complete and of incomplete 
paralysis, bearing in mind that anomalous innervation 
is common. Of 739 cases of complete paralysis due 
to open injuries, 621 had complete or partial division 
of the nerve—a strong indication for exploratory 
operation with a view to repair. Among closed 
injuries causing complete paralysis, division (complete 
or partial) was very much less common (11 out of 157). 
Even incomplete paralysis due to partial division 
is sometimes amenable to repair, and ZacHaRy and 
Roar define those syndromes which are compatible 
with partial division of the nerve. Repair of nerve 
injuries by direct suture remains the surgeon’s main 
contribution. Criteria of recovery at all five centres 
were similar, and well over 1000 cases of nerve 
suture which had been followed up for at least three 
years have been analysed by Zacnary. Results are 
best after suture of the radial nerve ; worth-while 
improvement ensues in about two-thirds of the cases. 
Suture of the median nerve is followed by return of 
sensibility to the tips of the fingers in half the cases ; 
and even with the ulnar nerve some function returns 
to the interossei in nearly the same proportion. 
Imprevement after repair of the sciatic nerve has 
often been regarded as so slight that amputation has 
been advised when this nerve is divided. Yet the calf 
muscle can become strong in at least half the Gases ; 
and although there is little sensory recovery most of 
the patients can feel a strong painful stimulus in the 
foot. Moreover, even with no sensory recovery at all 
the foot is by no means useless, provided the skin 
and joints are well cared for. 


One of the most remarkable features of the surgery 
of peripheral nerves in the late war was the establish- 
ment of nerve-grafting as a reliable measure when 
direct suture was impossible or unlikely to produce 
a satisfactory result. Experimental studies on grafting 
are summarised by F. K. SANDERS; and SEDDON 
describes his considerable experience with this tech- 
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nique at Oxford. The criterion of success in grafting 
is recovery as good as that by direct repair of a small 
gap in the same nerve at the same site. The most 
striking successes have been with the median-nerve 
grafts, using either several strands of a cutaneous 
nerve or a portion of a main trunk—e.g., the proximal 
stump of an irreparable ulnar nerve. Successful results 
in almost half the cases of nerve-grafting is a con- 
siderable achievemént, and SEDDON’s account of this 
work is a fitting conclusion to this comprehensive 
review of British experience in the treatment of 
peripheral-nerve injuries in war-time. 


Raynaud’s Phenomenon in Industry 
Unpsr the Industrial Injuries Act benefit is pro- 
vided for injuries caused by accident arising out of 
and in the course of employment and for certain 
diseases due to the nature of employment. Such dis- 
eases are prescribed in regulations and are accordingly 
known as “ prescribed diseases.” In 1946 the Court 
of Appeal awarded compensation to a workman who 
claimed to have developed Raynaud’s phenomenon 
through the use of a high-frequency vibratory tool. In 
further cases, heard in the Court of Appeal and the 
House of Lords, the 1946 decision was not wholly 
sustained ; and in 1949 a tribunal consisting of the 
Industrial Injuries Commissioner and two deputy com- 
missioners decided that the incapacity due to Ray- 
naud’s phenomenon was not allowable under the 
Industrial Injuries Act. At this stage the Minister of 
Pensions and National Insurance asked the Industrial 
Injuries Advisory Council to consider whether Ray- 
naud’s phenomenon should be brought within the 
Act by being added to the list of prescribed diseases— 
it is already treated as a prescribed disease in several 
other countries. The inquiry, undertaken by the 
industrial diseases subcommittee, in the words of the 
majority report ! ‘“‘ has been a difficult and protracted 
one.” 

Any investigation into Raynaud’s phenomenon 
arising from long-continued use of a vibratory tool is 
greatly handicapped by the lack of data concerning 
its incidence in various industrial procedures. Workers 
who already have “ dead fingers’’ may be loth to 
bring it to the doctor’s attention, for fear of transfer 
to a less well-paid job ; and from the other side the 
managerial staff do not actively invite complaints. 
The phenomenon has been described in association 
with many procedures involving vibratory tools— 
flex-driven polishing, pneumatic drilling, shoe-pound- 
ing, light riveting hammers, and _ hand-grinding. 
Agate and Drvuett,? using a piezo-crystal recording 
technique, suggested that the critical frequency range 
was 40-125 cycles per second. Many other variables 
may be of equal or greater importance, including, for 
instance, amplitude and wave-form of fundamental 
and secondary harmonics, strength of grip used, 
type of material on which the work is done, the 
operator’s skill, the mechanical efficiency and mass of 
the tool, and the operator's susceptibility to the 
condition. Susceptibility varies greatly : whereas one 
worker will complain of .Raynaud’s phenomenon 
vithin months, another under identical conditions 





Report of. the Industrial Injuries 


Raynaud’s phenomenon. 
H.M. Stationery Office. 1954. 


Advisory Council. Cmd. 9347. 
Pp. 16. 64d. 
Agate, J. N., Druett, H. A. Brit. J. industr. Med. 1947, 4, 141. 


ARTICLES (san. 8, 1955 87 


may never be troubled. A further difficulty is in 
diagnosis. Raynaud’s phenomenon due to vibratory 
tools is unassociated with objective signs other than 
the colour changes in an attack, and often these are 
not easily precipitated under laboratory conditions. 
Even if the presence of Raynaud’s phenomenon is 
confirmed, how can its association with an industrial 
process be evaluated ? It has long been recognised 
that white fingers may develop in a wide range of 
vascular and systemic diseases, and correct diagnosis 
may depend not only on detailed clinical and Jabora- 
tory investigation but also on patient follow-up. 
Nevertheless clinicians agree that in the vast majority 
of cases Raynaud’s phenomenon due to a vibratory tool 
can be diagnosed with reasonable confidence, though 
the severity of the lesion and the incapacity are more 
difficult to assess. The conclusion of the majority 
report is that Raynaud’s phenomenon rarely inter- 
feres greatly with the patient’s work. But it may 
affect his leisure hours; for gardening, swimming, 
and other outdoor activities nay be impossible for 
him, and, once established, symptoms do not appreci- 
ably abate even though the patient abstains from the 
employment which has given rise to the disorder. 
Having considered all these factors, the majority of 
the subcommittee concluded that any form of prescrip- 
tion of Raynaud’s phenomenon would give rise to 
serious and probably insurmountable practical diffi- 
culties, especially in.deciding individual claims ; and 
they advise therefore against its prescription. In 
contrast the minority report, which recommends that 
Raynaud’s phenomenon should be a prescribed disease, 
points out that everyone agrees that this condition 
occurs in industry, and this being so it is the Minister’s 
responsibility to see that competent doctors are made 
available for diagnosis, as with other prescribed 
diseases. 

The situation therefore is still unhappy. Possibly a 
more satisfactory outcome would follow further 
investigation into the incidence of Raynaud’s pheno- 
menon with various industrial procedures involving 
vibratory tools, and the substitution where possible 
of innocent techniques for those incriminated. Such 
a solution may not be universally feasible, but it 
could certainly eliminate most of the more harmful 
occupations. 


Heroic Days 


‘ 
‘*In the natural sciences these are, and have been, 
and are most surely likely to continue to be, heroic 


days. Discovery follows discovery, each both raising 
and answering questions, each ending a long search, 
and each providing the new instrument for new 
search.” 
No-onE, perhaps, has a better right to speak of the 
wonder and terror of our times than J. Ropert 
OPPENHEIMER, director of the Institute for Advanced 
Study at Princeton University, formerly a most 
distinguished adviser of the American government 
on atomic policy, and now (since the investigation of 
his character and associations by the Atomic Energy 
Commission last June) denied all further access to 
that policy. He was speaking, at the celebrations of 
the 200th anniversary of the founding of Columbia 
University, on the theme chosen for that occasion : 
““ Man’s right to knowledge and the free.use thereof.” 
AuistarrR Cook, in quoting parts of his address in 
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the Manchester Guardian of Dec. 29, that 
OppPpENHEIMER narrowed it for his own purposes to 
“the prospect in the arts and sciences ’’; and within 
this framework demonstrated a world upheaved. A 
distant survey of the human scene shows what passes 
for progress : 

“that more people are engaged in scientific research 
than ever before, that the Soviet world and the free world 
are running neck and neck in the training of scientists 
...that the social sciences are pursued actively in 
America, Scandinavia and England, that there are more 
people who hear the great music of the past, and more 
music is composed and more paintings are painted... .” 


says 


But, with more means of communication than ever 
before, we can speak to each other less. The artist, 
who depends on a common sensibility and culture, 
on a common meaning of symbols, on a community 
of experience and common ways of describing and 
interpreting it, finds himself speaking to air. “ His 
audience must be man: it must be man, and not 
a specialised set of experts among his fellows”; but 
the familiar concept of man is dislimning and his 
common cultural inheritance is shredding away. For, 
though the songs and stories of one half of the 
world are being sung and told in the other half, 
the highways—* the super highways °’—which carry 
them leap over the village footpaths and the small 
roads that join one small community with another. 
They are the means by which we are reminded of 
famine or war in remote places, but “they are also 
the means by which the true human community, the 
man knowing man, the neighbour understanding 
neighbour, the schoolboy learning a poem, the women 
dancing, the individual curiosity, the individual 
beauty, are being blown dry and useless. The means 
by which the passivity of the disengaged spectator 
presents to the man of art and science the bleak 
face of inhumanity.” 

Like the artist, the scientist is separated from 
his fellows—‘‘ by long years of study, specialised 
vocabularies, arts, techniques, and knowledge, from 
the common heritage even of a most civilised society, 
and anyone working at the frontier of such science is 
in that sense a very long way from home... .” He 
is far, too, from the practical crafts in which his 
techniques, like the artist’s, have their origins. 

In our somersaulting world we are stunned by the new 
things showering round us, all potentially good, some 
potentially dangerous beyond all former imagining. 

“What is new,’ OPPENHEIMER said, “is that in one 
generation our knowledge of the natural world engulfs, 
upsets, and complements all knowledge of the natural 
world before. The techniques, among which and by 
which we live, multiply and ramify, so that the whole 
world is bound together by communication, blocked here 
and there by the immense synopses of political tyranny. 
The global quality of the world is new: our knowledge 
and sympathy with remote and diverse peoples, our 
involvement with them in practical terms, and our 
commitment to them in terms of brotherhood. What is 
new in the world is the massive character of its dis- 
solution and corruption of authority, in belief, in ritual, 
and in temporal order. Yet this is the world we have 
come to live in. The very difficulties which it presents 
derive from growth in understanding, in skill, in power. 
To assail the changes that have unmoored us from the 
past is futile and in a deep sense I think it is wicked. 
We need to recognise the change and learn what resources 
we have.” 

What resources have we ? 
old sound one. 


He had an answer, an 
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‘* We shall have a rugged time of it to keep our minds 

open and keep them deep, to keep our sense of beauty, 
and our ability to make it, and our occasional ability to 
see it, in places remote and strange and unfamiliar; we 
shall have a rugged time of it, all of us, in keeping these 
gardens in our villages, in keeping open the manifold, 
intricate, casual paths, to keep these flourishing in a 
great open windy world; but this is, as I see it, the 
condition of man; and in this condition we can help, 
because we can love one another.” 
This is, and always has been, practical advice, if 
hard to follow ; and it does not come newly even from 
OprENHEMMER, for he gave it last year, in his sixth 
Reith lecture,’ perhaps with a less heavy heart. 

‘* As for ourselves in these times of change,’ he said 
then, ‘‘ of ever increasing knowledge, of collective power 
and individual impotence, of heroism and of drudgery, of 
progress and of tragedy, we too are brothers.” 

He spoke too of the noble and spacious mansions of 
science : 

“We go in and out; even the most assiduous of us is 
not bound to this vast structure. One thing we find 
throughout the house: there are no locks; there are no 
shut doors; wherever we go there are the signs and 
usually the words of welcome. It is an open house, open 
to all comers.”’ 

Is it still open ? And how should it be kept open ? 
He himself paid tribute to the universities, as com- 
munities in which artists, musicians, poets, and 
scientists gather in fruitful companionship and engage 
in the great task of teaching. Here, if anywhere, most 
doors in the house of science are unlocked. They are 
not unlocked everywhere, however, and it is well that 
we should keep this in mind ; for there is a point at 
which the passivity of the disengaged spectator cannot 
be distinguished from the passivity of the rabbit 
dazed by advancing headlights. BERTRAND RvuSsSELL,” 
in an unforgettabie broadcast, has shown our peril 
plainly—not as members of this or that country or 


supporters of this or that form of government, but - 


as humankind. 

One question in particular needs a quick and 
careful answer: if science discovers secrets so 
potentially dangerous that they cannot safely be 
confided to humanity at large, to whom can they safely 
be confided ? To politicians ? To select committees— 
selected on other grounds, probably, than their pre- 
occupation with the good, the true, and the beautiful ? 
Today we cannot act upon, and can barely discuss, 
“man’s right to knowledge and the free use thereof ” : 
a concept perhaps worth dying for. The meaner 
doctrine—** man’s right to secrets and the exclusive 
use thereof ’—has triumphed in our heroic days ; 
and is fast creating a world fit for heroes, but only 
heroes, to live in. Does the nobler concept carry 


greater risks ? 
Coloured Food 

At present, with a few specified exceptions any colour- 
ing matter may be added to food. The Food Standards 
Committee has now recommended * that the Public Health 
(Preservatives, Xc., in Food) Regulations, 1925-53, should 
be amended so as to permit the use in foods of specified 
colours only. Representations on the committee’s recom- 
mendations may be submitted up till March 31 to the 
joint secretary of the Preservatives Subcommittee, 
Ministry of Food. Great Westminster House, Horseferry 
Road, London, 8.W.1. 





1. Listener. 1952, 50, 1075. 

2. Jbid, 1954, 52 1135 

3. Foed Standards Comm'ttee : Report on Colouring Matters, H.M. 
Stationery Office. Pp. 27. Is. 
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OUTLOOK FOR THE AMPUTEE 


In 1950 the Ministry of Pensions set up a medical 
committee, with Sir Ernest Rock Carling as chairman, to 
consider whether amputation of a limb, and subsequent 
wearing of a prosthesis, can initiate or aggravate cardio- 
vascular disorder, and whether such amputation reduces 
the expectation of life. These questions proved unex- 
pectedly hard to answer. An interim report, published 
in 1951, was somewhat inconclusive, and the majority 
report? in 1953 brought in a new factor by suggesting 
that men who have suffered major sepsis—with or with- 
out amputation—have a higher late incidence of cardio- 
vascular disease and an earlier average age of death. 


In the hope of put-ing its findings on a firmer foundation « 


the committee then arranged with the Ministry for the 
medical examination of some 5500 pensioners, of whom 
1500 were to be amputees and 1000 were to be controls. 
Unfortunately so many of this sample failed to attend 
that no firm conclusions could be drawn. 

Nevertheless, having reviewed the whole of the 
evidence at its disposal, the committee has now been able 
to reach some “‘ ultimate conclusions ’’ which seem fairly 
clear. On the question of expectation of life it says 
that, starting, for example, with 100 amputees alive in 
1930, 25 had died by 1950, compared with 23 of the 
general population of comparable age and sex. Of 100 
wounded pensioners alive in 1930, 26 had died by 1950 
compared with 24 of the corresponding general popu- 
lation. Both for the amputees and for the wounded 
pensioners, the mean annual mortality-rate was just 
over 1 per 1000 in excess of that of other people. On 
this the committee comments : 


‘With so small a difference of total mortality the actual 
distribution among the certified causes of death assumes very 
little importance. Some members of the committee think 
that within the limitations of the statistical material available 
there is evidence of some slight excess of cardiovascular disease 
as compared with the normal population, with a consequential 
deficiency of deaths from other causes. The committee as a 
whole, however, are still of the opinion indicated in the 
Interim Report that cardiovascular diseases have not been 
experienced more frequently to an extent of any significance 
amongst the causes of death in limb amputees as compared 
with those with serious leg wounds without amputation. 

‘Some amputees, especially those with a high thigh 
amputation, necessitating a tilting-table, with excessive 
obesity or with sovere stump pain find the wearing of a 
prosthesis an increasing burden as age advances. These may 
deserve individual reconsideration though other classes of 
pensioner will also find their disabilities more burdensome 
with the passage of time. Neither as regards their mortality 
nor their morbidity do amputees form a class apart. They 
have neither a higher mortality rate nor a higher cardio- 
vascular rate than other classes of seriously wounded.” 


Having reconsidered the evidence on sepsis as a factor 
the committee feels that the importance of this was over- 
emphasised in its last report. It concludes with the 
following answers to the questions put to it : 


‘Limb amputations, and the subsequent wearing of a 
prosthesis do not, in time, produce effects on the body as a 
whole which may initiate, or aggravate, cardiovascular 
disorders to any significant extent. There is no material 
difference between the mortality rates of amputees, by reason 
of amputation, and that of the corresponding rates for 
pensioners who have suffered wounds not leading to ampu- 
tation. Such excess as there is m not h classes over that in the 
ge eneral population is quite small.” 


1. See Lancet, 1953, i, 633. 

2. These conclusions are contained in a letter to the Chief Medical 
Officer of the Ministry of Pensions and National —y 
signed by the whole committee—namely, Sir Erm tock 
Carling, Dr. A. Greig Anderson, Prof. G. R. , Boe my F.R.S., 
Dr. T. F. Cotton, Prof. J. L. D’Silva, Dr. A. Hope Gosse, 
Prof. K. J. Franklin, Dr. W. Ernest Lloyd, Dr. W. P. D. Logan, 
and Dr. E. Livingstone (secretary). 








ANNOTATIONS 


[san. 8, 1955 89 


APICAL LOCALISATION OF PULMONARY 
TUBERCULOSIS 

As we recently noted,! experimental evidence supports 
the hypothesis that the apical localisation of pulmonary 
tuberculosis is the outcome of relative anzeemia due to the 
erect posture. Dock ? noted that the pulmonary-arterial 
pressure was too low, in comparison with the force of 
gravity, to maintain flow in the upper third of the lungs 
of adults who were sitting or standing. Thus few anti- 
bodies and macrophages were brought to the apex ; 
toxins were no longer diluted and removed; and the 
resulting changes in gas tension, by which O, tension is 
raised and CO, tension reduced, were believed to favour 
growth of the tubercle bacilli in this region. Dock * has 
now reviewed more recent work, which confirms the 
earlier findings with regard to the inadequate pulmonary- 
arterial pressure in the erect posture, the changes in gas 
tension in the apical and lateral parts of the lungs with 
changes in posture, and some of the effects of growing 
tubercle bacilli in altered concentrations of O, and CO, 
as found in systemic and pulmonic arterial bloods. He 
also cites the observations of Scott et al. These workers 
anastomosed in monkeys a pulmonary or a lobar artery 
to a systemic artery, or ligated a pulmonary artery or one 
of its branches (thereby also making the blood-supply 
systemic via the bronchial arteries), and showed that the 
lung or part of lung receiving systemic blood developed 
tuberculous processes more severely than the rest of the 
lung receiving pulmonic blood, whether the tubercle 
bacilli were injected preoperatively (to give equal seeding 
all over) or postoperatively (thus giving heavier or earlier 
seeding to the pulmonic supply), whether inoculated 
with larger or smaller doses of bacilli, or whether inoculated 
intravenously or subcutaneously: in other words, the 
higher O, tension in the systemic arterial blood was the 
chief factor in causing larger lesions, and changes in 
lymph flow were unimportant. Dock states: ‘‘ Scott’s 
experiments force one to accept the conclusion that only 
levels of gas tension are involved in protecting the base 
or in favouring tuberculosis at the apex.’’ ‘This statement 
seems to take Scott’s experiments rather out of their 
context. Scott and his co-workers were giving the 
monkeys a primary infection with tuberculosis. Dock is 
applying their results to explain the site of ** reinfection ” 
tuberculosis (autogenous or exogenous)—surely a very 
different and much more complicated problem. 

The present view ° is that resistance of the body to 
invasion by tubercle bacilli resides in the mononuclear 
cells that accumulate around the bacilli, assisted by 
unknown humoral factors. Florey also points out * 
the difference between the reaction in an animal not 
previously infected and one previously infected or vac- 
cinated ; and the earliest changes in animals are essen- 
tially the same‘as those in man. In a previously uninfected 
animal, during the first few days after inhalation of a 
few bacilli the organisms are taken up by mononuclear 
cells in the alveolar walls and multiply rapidly intra- 
cellularly without any surrounding cell reaction ; after 
eight days the cell reaction begins, and this proceeds to 
necrosis. During these first six to eight days the bacilli 
are known to spread along the lymphatics. In a previously 
infected animal, on the other hand, a very active cell 
reaction starts in the first few days, and the bacilli 
apparently remain unchanged in the mononuclear cells ; 
they are fixed to the site and do not spread along the 
lymphatics early. In the human lung primary infection 


1. Lancet, 1954, 1059. 

2. Dock, W. y +4, Rev. Tuberc. 1946, 34, 456. 

3. Doek, W. Arch. intern. Mes. 1954, 94, 700. 

4. Scott, H. W. jun., Hasion, R., Olson, B. J. J. thorac. Sw 
1950, 20, 761. Hanlon, R., Scott, H. W. o-. Olson, B. 
Surgery, 1950, wy, 209. AR B. J., Scott, H. jun., Hanlon. 

R., Mattern, F.T. Amer. Rev. Tuberc. 195% 
5. Florey. H. W. beckeeel on General Pathology, London, 1954; 
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may occur at any site, if the infecting dose overcomes the 
natural resistance. In people with acquired resistance, 
the factors responsible for this resistance cannot, owing 
to the erect posture, be brought so easily and in sufficient 
quantity to the upper thirds of the lungs (especially on 
the right side, because of the obtuse angle and longer 
branches of the right pulmonary artery) ; and because of 
the differences in gaseous tension bacilli grow most 
rapidly in the apical regions, and thus most lesions 
occur at the apex. That the circulatory factor does not 
affect only the gaseous tension is also suggested by the 
collection of siliceous dust, and the resultant sears, at 
the apices,? where the particles in the macrophages 
stagnate, though elsewhere they are removed by the 
bronchi and lymphatic channels. This difference cannot 
be due to differences in gaseous tension. 

It seems unreasonable at present to regard one factor 
as solely responsible for the localisation of tuberculous 
lesions in the upper third of the lungs. While Scott’s 
experiments show the undoubted importance of differ- 
ences in gas tensions in influencing the growth of tubercle 
bacilli, the factors involved in the host’s resistance cannot 
be ignored. Scott’s experiments give no support to 
Smith’s “‘ stream-flow ’’ hypothesis." § 

SUSCEPTIBILITY OF MENINGOCOCCI 

Tue change in the susceptibility of many strains of 
pathogenic staphylococci to penicillin (and in some cases 
to the antibiotics administered by mouth), and the 
emergence in the late war of sulphonamide-resistant 
hemolytic streptococci and gonococci, point to the need 
for periodic re-evaluation of the chemotherapy of 
infections. Surprisingly, in meningococcal meningitis 
sulphadiazine has remained the drug of choice for 
upwards of fifteen years. During the war-time epidemics 
in the U.S.A. the sensitivity of meningococci to sulpha- 
diazine decreased very little,® and this decrease has never 
been shown to have materially affected the clinical 
response to the drug. 

Love and Finland '° have tested the in-vitro sensitivity 
of 50 recently isolated strains of meningococci to eleven 
antibiotics and to salphadiazine. Weight for weight, 
penicillin was by far the most active agent and erythro- 
mycin ranked next, while polymyxin B and bacitracin 
were the least active. Sulphadiazine, chloramphenicol, 
aureomycin, oxytetracycline, tetracycline, streptomycin, 
neomycin, and carbomycin had intermediate activity. 
The strains varied within a narrow range in their sensitivity 
to each of the antibiotics, but their susceptibility to 
sulphadiazine varied over a wide range. Of the 50 
strains, 6 were moderately resistant to sulphadiazine 
according to the in-vitro test used, but the remainder 
were completely inhibited by 50 ug. per ml. (5 mg. per 
100 ml.) or less—which is well below the highest level 
of sulphonamide that can readily be maintained in the 
blood and cerebrospinal fluid of patients. Even the 6 
rather more refractory strains might have been inhibited 
by the dosage of sulphonamide used in Great Britain for 
severe infections." Comparison with the sensitivities of 
strains isolated and tested in or before 1945 gave no 
evidence of increasing resistance of meningococeci to 
penicillin. 

It would seem from these results that sulphadiazine 
should still be the drug of choice in meningococcal 
meningitis, but that in the exceptional case where the 
clinical response seems to be delayed sulphadiazine 
might usefully be supplemented by chloramphenicol 
orally (since it penetrates well into the cerebrospinal 
fluid) or by penicillin intramuscularly and intrathecally. 
7. Davson, J., Susman, V. J. Path. Bact. 1937, 45, 597. Davson, 

J. Ibid, 1939, 49, 483. , 
8. Smith, D. T., Abernethy, R.S., Smith, G. B. jun., Bondurant, 
S. Amer. Rev. Tubere. 1954, 70, 547. 
9. Schoenbach, E. B., Phair, J. J. Amer. J. Hyg. 1948, 47, 177. 
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ELECTROLYTE DEPLETION IN PYLORIC STENOSIS 

Just as the hope of a universal therapia magna sterili- 
sqns, aroused by the discovery of antibiotics, has been 
dimmed by the emergence of bacterial resistance and drug- 
sensitivity reactions, so the quest for ‘‘a few simple 
rules’’ in treating electrolyte disorders seems doomed 
to failure because of the complexity of the disturb- 
ances. Commonly further disturbance is created by 
treatment directed at a single biochemical abnormality. 
The use of ammonium chloride to reduce a raised alkali 
reserve | may be a case in point ; for such treatment would 
aggravate any concurrent depletion of base, and water 
intoxication has in fact been observed in infants with 
pyloric stenosis treated in this way.2, There may even be 
failacies in arguing from the composition of the fluid lost 
from the body to the likely electrolyte disorder ; for the 
homeostatic mechanisms for one ion may be more 
efficient than for another, so that the final result will 
not be a simple subtraction of the fluid lost from a 
‘‘normal’’ body-fluid, but will be modified by changes 
in renal excretion of ions, and possibly by transfers of 
ions between cells and extracellular fluid. 

Black and Jepson,’ in balance studies on pyloric 
stenosis in adults, have defined the varied patterns of 
electrolyte depletion that may be found in different 
patients ; and they suggest that the raised alkali reserve 
commonly found in patients with this condition may not 
be simply explained in terms of alkalosis consequent on 
loss of chloride in the vomited material. During recovery 
five patients with pyloric stenosis retained amounts of 
sodium, chloride, and potassium considerably greater 
than the amounts retained by patients who had under- 
gone partial gastrectomy for peptic ulcer uncomplicated 
by stenosis. The retention of base (sodium ~+- potassium) 
was greater than that of chloride, suggesting that the 
original depletion had been of base even more than of 
chloride. The patients varied considerably in the 
proportion of sodium to potassium in the retained base, 
some having been dehydrated and others retaining more 
potassium than sodium. In seeking to account for the 
disappearance of ‘‘ alkalosis ’’ observed on a régime which 
actually provided more base than chloride, Black and 
Jepson postulate that the alkalosis demonstrable in 
extracellular fluid was matched by an even greater 
intracellular-fluid acidosis. Evidence of this feature in 
association with potassium depletion has been found 
experimentally both in animals * and in man.® Further 
studies by Darrow’s group * demonstrate that rats given 
a high intake of bicarbonate will have an increased serum- 
bicarbonate level only when their potassium intake is 
severely restricted; and that the “ alkalosis’’ then 
induced ean be corrected by potassium bicarbonate. 

These observations tend to emphasise depletion of 
potassium rather than of chloride as the cause of extra- 
cellular alkalosis in patients with pyloric stenosis. 
Potassium depletion has also been demonstrated in pyloric 
stenosis by the finding of low serum levels,’ by muscle 
biopsy,* and by an observed increase in exchangeable 
potassium during recovery.® Black and Jepson suggest 
that administration of saline, which accentuates potas- 
sium loss, should be reserved for patients who are 
clinically dehydrated. Potassium salts should be given 
by mouth, and there is some evidence that these may be 
absorbed even before the obstruction has been relieved 
by operation. These workers condemn ammonium 
1. Bodansky, O. Amer. J. med. Sci. 1949, 218, 567. 
2. Doxiadis, 3. A., Goldfinch, M. K., Holt, K. 3. 
3. Black. D. A. K., Jepson, R. P. Quart, J. Med. 1954, 23, 367. 
4. Cooke, R. E., Segar, W. E., Cheek, D. B., Coville, F. E., Darrow, 

D.C. J. clin. Invest. 1952, 31, 798. 
5. Black, D. A. K., Milne, M. D. Clin. Sci. 1952, 11, 397. 
6. Cooke, R. E., Segar, W. E.. Reed, C., Etzwiler, D. D., Vita, M., 
Brusilow, S., Darrow, D.C. Amer. J. Med. 1954, 17, 180. 
. Lans, H. S., Stein, 1. F., Meyer, K. A. Ann. Surg. 1952, 135, 441. 
. Mudge, G. H., Vislocky, K. J. clin. Invest. 1949, 28, 482. 


8 
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chloride in view of the absence of any chloride deficit not 
‘covered’ by an equal or greater deficit of base. In 
addition to the risk of water intoxication, ammonium 
chloride given in these circumstances might be expected 
to lead to further loss of base from the body, and to 
aggravate the intracellular acidosis. 
VISCERAL EPILEPSY 

RECENT work on the electrical activity of the brain 
has strengthened the clinical impression of over fifty 
years’ standing that paroxysmal visceral disturbance 
may sometimes be epileptic. The syndrome is of interest 
for several reasons. First it is a problem in differential 
diagnosis; and if it is not recognised, needless alarm and 
abdominal operations may ensue. Secondly, the clinical 
picture is contributing to our knowledge of visceral 
representation in the cortex: the association of visceral 
epilepsy with a local cerebral lesion or a focus of abnormal 
electrical discharge has shown that the medial aspect 
of the temporal lobe is involved in visceral activity and 
sensation. Finally such cases display the linkage between 
epilepsy and migraine; for the paroxysmal visceral 
disturbance of cyclical vomiting, which is widely 
recognised as a prelude to migraine in adult life, is 
very occasionally associated also with later epileptic 
attacks, with or without migraine. Dr. Wallis elsewhere 
in this issue describes some cases of the condition. His 
descriptive term ‘‘ masked epilepsy’ is perhaps unfor- 
tunate, since it harks back to a time when both the 
clinical and the electro-encephalographic pictures of 
visceral epilepsy were less well defined. Nevertheless, 
his cases illustrate well the clinical setting and the 
diagnostic pitfalls. Usually the disorder first shows itself 
in childhood, and anticonvulsant drugs are valuable 
both in diagnosis and in treatment. 


DIAGNOSIS OF PERICARDIAL EFFUSION 

Besterman and Thomas! have emphasised the value 
of a rapidly enlarging heart shadow on successive radio- 
graphs in the diagnosis of pericardial effusion ; but this 
sign is present only before all the fluid has formed, and 
then the diagnosis may be more difficult. Williams and 
Soutter ? have reviewed a series of 17 cases, all with 
cardiac tamponade, and found that in 11 of these 
the diagnosis was missed by at least one physician at the 
first examination. Symptoms were of little help, for the 
commonest—dyspneea—suggested heart-failure or pul- 
monary disease, and cough was not a constant feature. 
Pain was present in half the cases, and only when this 
was substernal and worse on respiration did it seem 
likely to suggest the underlying condition. Misconcep- 
tions about the signs in cardiac tamponade were respon- 
sible for the diagnosis being missed or rejected. For 
example, often the apex-beat was regarded as too easily 
felt, or the heart sounds were thought to be too audible, 
for any significant amount of fluid to be present ; while 
prominent ventricular pulsations on fluoroscopy, and 
lack of variation of the heart-shadow with position, 
wrongly influenced other examiners. A large effusion 
may produce all the well-known signs, but it does not 
invariably do so ; and the classical “‘ quiet heart’? may be 
disconcertingly loud and obvious. These misconceptions 
were usually based on faulty textbook statements, or 
‘clinical lore’ handed on by teachers without verifi- 
cation; but occasionally the physician was led astray 
by his own ** common-sense,”’ but incorrect, deductions. 
Two signs were often missed: a rising venous pressure 
and pulsus paradoxus. Increasing venous pressure 
was missed usually because the physician expected 
grossly distended neck veins in the upright position ; 
Williams and Soutter never found these, but they did 
find evidence of venous pulsation at the root of the neck 
in every patient but one. They regard this as an impor- 
1. Besterman, BE. M. M., , Thomas, G.T. Brit. Heart J. 1953, 15, 113. 
2. Williams, C., Soutter, L. Arch. intern. Med. 1954, 94, 571. 
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tant sign of raised venous pressure. The paradoxical 
pulse, although traditionally associated with tamponade, 
can occur ip healthy people, and be absent in those with 
an effusion. It is best detected by careful measurement 
of the systolic blood-pressure ; a drop of 10 mm, Hg or 
more during inspiration suggests its presence, but this 
sign must be distinguished from the pulse alternation 
found sometimes in left ventricular failure. 

Although pericardial effusion causing tamponade is 
common, early diagnosis is important, because treat- 
ment may be life-saving and the diagnosis becomes 
increasingly difficult as the condition worsens with falling 
cardiac output and collapse. Hemopericardium should 
be borne in mind as a cause of tamponade: it has been 
described * as a complication of anticoagulant therapy 
for myocardial infarction, and so may become commoner. 
Here early diagnosis is especially important. 


ENDOGENOUS VITAMIN-B, DEFICIENCY 

Ir is generally — and justifiably — accepted that 
Wernicke’s encephalopathy is the result of aneurine 
(thiamine) deficiency. In the great majority of cases ¢ 
there is clinical eviderice of lack of vitamin B,. Experi- 
mental deficiency in the rat 5 and pigeon * and thiaminase- 
induced deficiency in farm foxes ? produce typical cerebral 
lesions. In Japanese prisoner-of-war camps * * where 
the diet was deficient in aneurine the condition appeared 
like an epidemic. Artificial aneurine-free diets produce 
appropriate symptoms in volunteers,® and prevent 
recovery of alcoholics otherwise adequately treated.” 
The lesions of the disease have been well described,'? 
and are highly distinctive. Oddly enough, the only 
aspect that is not fully agreed on is the clinical picture. 
But so many of the cases seen under ordinary circum- 
stances are complicated by other conditions producing 
cerebral symptoms of their own that this is not sur- 
prising. The picture of alcoholic aneurine deficiency is 
particularly confusing, and the status of Korsakow’s 
syndrome in particular needs clarification. The simul- 
taneous presence of other vitamin deficiencies also 
commonly complicates the picture. But the careful 
studies of Phillips et al." have established that the cases 
in prisoners-of-war, described by de Wardener and 
Lennox,’ represent the clearest-cut examples of pure 
cerebral aneurine deficiency yet reported. 

Against this more or less clear background Feigin 
and Wolf ?* claim to have found the lesions of Wernicke’s 
encephalopathy in children with no vitamin deficiency. 
These children were aged 2—4 years, and presented a fairly 
distinctive clinical picture of a chronic disease with 
inadequate growth, mental defect, ataxia, and eye signs. 
All appeared to have had adequate diets, and at least 
one had been treated with large doses of aneurine. All 
died, and necropsy showed extensive lesions indistin- 
guishable from those of classical Wernicke’s encephalo- 
pathy in type and distribution (it is surprising to find 
the mammillary bodies unaffected in all three, but 
they are by no means always involved). It is easy to 
criticise this work. The number of proved cases of 
cerebral aneurine deficiency that have been examined 
at necropsy is too few for the comparison of the histo- 
logical changes to be wholly reliable. No biochemical 
studies—-not even pyTuvic-ac id levels- -are recorded. 
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But the cases are carefully presented and soberly dis. 
cussed, and the authors’ views deserve consideration. 
They think it most probable that in these cases there 
was a congenital defect in the metabolic utilisation of 
aneurine—possibly a failure of phosphorylation to 
co-carboxylase. This view is slightly supported by the 
fact that two of their cases were sibs and the offspring 
of a consanguineous marriage. 

‘** Dysvitaminoses,”” among which this syndrome would 
be included, are in bad odour: for instance, Flesch 14 
has effectively disposed of so-called local vitamin-A 
deficiency in the skin. But this should not lead us to 
prejudge this latest candidate. 


DISLOCATION OF THE EYEBALL 


EXTREME proptosis occurs when the equator of the 
eyeball passes in front of the plane of action of the 
sphincter-like orbicularis oculi muscle and the eyelids 
close behind the globe. There are several causal factors. 
One is trauma, and others are laxity of the eyelids and 
shallowness of the orbits. In obesity with protruding 
eyes the trauma may be quite trivial, as in a case, 
recently reported, where separation of the eyelids to 
instil drops caused the dislocation.1> Negroes tend to have 
shallow orbits and so are prone to this mishap, and 
Lyle and McGavic!* have recorded the case of a Negro 
with additional oblique mustles which, acting as pro- 
tractors, allowed voluntary dislocation of the eyes. 
Similarly, babies have shallow orbits and the eye may 
be luxated by injury at birth, or in a fit of crying, when 
the cause may be congestion of the orbital veins, especially 
if the baby has been held head downwards to terminate 
a choking fit. 

Dislocation of the eyeball usually causes blepharo- 
spasm, and the patient complains of nausea and a dull 
aching pain in the eye. Replacement is effected by 
gentle and constant traction on the eyelashes with 
firm counter-pressure on the globe ; it may be necessary 
to use a surface anesthetic and to inject the facial nerve. 
Rarely, lateral canthotomy may be needed. Where 
the optic nerve and the extra-ocular muscles have not 
been injured the patient is usually none the worse for his 
experience. 

PELVIC CONGESTION 

For some years H. C. Taylor, of Columbia University, 
has been applying to gynecology the concepts of psycho- 
somatic medicine. He now describes '? 100 cases which 
fall into the ‘‘ more-or-less well defined clinical entity ”’ 
which he calls pelvic congestion, The entity is well 
defined mainly by reason of the multiplicity of the symp- 
toms: 20 complaints are listed, of which 11 are chief 
complaints. The table begins with low abdominal pain, 
low-back pain, and secondary dysmenorrhea ; and the 
only constant physical sign is tenderness on pelvic 
examination. But, while most gynxcologists will readily 
accept the existence of the group of patients whom 
Taylor describes, and may term them ‘“ functional,’ 
many may find difficulty in recognising the findings which 
he says are typical at laparotomy: ‘“‘the uterus is 
softened, slightly enlarged and purplish or mottled in 
appearance. The cul-de-sac contains an _ increased 
amount of amber-coloured fluid and there is recognisable 
cedema of the subserosal connective tissue and some- 
times of the ovary.’’ Surely many would regard such 
findings as normal. Of his 100 cases, only 17 had a 
laparotomy during the investigation (though 47 had 
had a laparotomy elsewhere—as might be expected in 
such a group). Therefore in less than half his cases was 
endometriosis excluded. Throughout Taylor’s writings 
there is almost no reference to this condition, which 
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“would be strongly. sanpected by many clinicians on the 
symptoms and signs he describes. In his latest paper 
the word endometriosis does not appear at all; and this 
omission is especially strange since Meigs,1* Scott and 
Te Linde,’® and many others have emphasised that 
endometriosis is very common and seemingly on the 
increase. 

Taylor outlines a tentative programme of therapy, 
which includes ‘“‘ reassurance,’ the treatment of retro- 
version and cervical erosions when present, advocacy of 
childbirth (which temporarily alleviates symptoms), and 
finally surgery in which a choice has to be made between 
resection of cystic ovaries and hysterectomy. Before 
operation is undertaken a psychiatric consultation is 
arranged. Theobald 2° has claimed better results from 
‘*‘cauterisation of the uterus plus’’ (following the lead 
of Young * who reported benefit from cauterisation of 
the cervix). He has extended the scope of the tissue- 
destruction by introducing a silver-nitrate stick into 
the cavity of the uterus. At the same time be gives 
dienceestrol 15 mg. daily for six weeks and pessaries 
containing ‘‘a pure active culture of the Metchnikoft 
Bulgarian Bacillus.”’ 

If pelvic congestion and pelvic endometriosis are 
clinically so very similar, it seems reasonable to ask 
whether congestion, if long continued, may lead in 
susceptible persons to endometriosis—the modern scourge 
of women in the childbearing years. 


NEW YEAR HONOURS 


In the past two or three years relatively few senior 
honours have been bestowed on members of our pro- 
fession in this country, and it is pleasant to see so many 
notable medical names in the New Year list. Professor 
Adrian’s beautiful mind and public service have already 
won him all the most coveted scientific distinctions, but 
it is entirely proper that a peerage should now make 
him a member of a body whose primary function is per- 
ception and where his experience will be valued. Sir 
John Stopford, who becomes K.B.E., is likewise an 
experimental neurologist who has brought his lucidity 
into administration, and his contribution to the develop- 
ment of medical schools and hospitals has been hardly 
less important than his work as vice-chancellor of Man- 
chester University for the past twenty years. Of the 
new knights two hold chairs at Oxford. Professor 
Le Gros Clark, though known most widely as an authority 
on the primates, is an anatomist who has maintained 
his stimulating contact with medicine, both by neuro 
logical researches and through his lively school. Professor 
Macintosh’s appointment in 1937 to the first Nuffield 
chair of anesthetics drew attention to the new importance 
of this specialty ; and through his pupils, his writin 
and his work in the Royal Air Force during the war 
has had no small share in the remarkable ovelopasent 
of techniques in which British anesthetists have taken a 
lead. At Aberdeen and since 1938 at Edinburgh Professor 
Davidson has combined special knowledge of blood dis- 
orders with a broad outlook on medicine : he is physician 
to the Queen in Scotland, and his knighthood coincides 
fitly with his presidency of the Royal College of 
Physicians of Edinburgh. We are likewise happy to see 
among the new knights the name of Mr. A. A. Gemmell, 
of Liverpool, whose sterling work for the Royal College 
of Obstetricians and Gynzcologists, both as president 
and previously, has well deserved recognition. Another 
medical president whose knighthood we are glad to note 
is Dr. Collins, president of the British Medical Association 
in Australia. 

To all these, and to our other colleagues named on 
p. 95, we offer warm congratulations. 
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Public Health 


AN ALTERNATIVE TO HEALTH CENTRES 


C. O. 8. BrytH Brooke 
M.D. Lond., D.P.H., Barrister-at-law 
MEDICAL OFFICER OF HEALTH FOR FINSBURY 


For a time after the National Health Service Act 
came into operation health centres were held to be the 
most hopeful means of fusing the public-health and general 
medical services. Today enthusiasm for health centres 
has waned. In practice it has proved difficult to find 
suitable sites or premises ; and even when they have been 
built and equipped the expense of staffing and maintain- 
ing them would probably be out of proportion to their 
value. A large proportion of the cost would have to be 
borne by rates or taxes as general practioners could 
hardly be expected to contribute more than the saving 
in practice expenses. 

If we are unlikely to have many health centres in the 
near future we must look for other means of linking the 
domiciliary, preventive, and curative services. A possible 
solution to part of the problem, which might be to the 
advantage of the profession and public alike, would be 
for the public-health department to offer the G.p. some 
of the facilities he might expect from a health centre— 
for example, clerical help. The scheme would undoubt- 
edly place a small additional burden on the State and/or 
the local authority, but this would be minute compared 
with the cost of a health centre. 


HELP FROM THE HEALTH DEPARTMENT 


In essence the proposal means using the administrative 
set-up of the medical officer of health as offices for the 
G.P.8 of the district. 


Every 3-4 G.P.s would be allocated one clerk to act as 
personal assistant. To ensure continuity of service— 
during lunch intervals, sickness, and holidays—each 
clerk would have a deputy, who might well be the clerk 
to another group of doctors. The clerk would take down 
and type letters, prepare certificates for signature (when 
this was practicable), telephone to hospitals, nursing 
associations, and other agencies to arrange for and on 
behalf of patients and to inquire about them. The 
doctors, during their surgeries or at other times, might 
find it convenient to telephone the health department for 
messages or to ask that letters be prepared for them to 
sign later. Occasionally the clerk might visit the doctor’s 
surgery to file his records. When it was convenient 
patients could call at the health department instead of 
the surgery for certificates and other papers. 

The clerk might also make appointments for the doctor 
and try to contact him or a substitute in an emergency. 
In this way the publie by ringing the health department, 
would be able to get hold of a doctor quickly: and the 
doctor need no longer have his front door and telephone 
continuously attended. Such arrangement might even 
be extended to the evening and night, by using the services 
of a janitor. 

A dressing-station might also be set up near, if not 
wtually in, the health department. This would be staffed 
by a trained nurse who would do minor dressings for 
patients under the instructions of the family doctor ; 
and the doctor might also attend himself. He would 
thus be relieyed of time-consuming procedures in his 
surgery without sending the patients to hospital. The 
patients would save time (an appointment system would 
be easy to arrange), they would be saved from 
the impersonal atmosphere of a hospital outpatient 
department, and, dare I say, they would have their 
dressings, or at any rate their bandages, more skilfully 
ipplied. 

An essential part of the scheme would be to set aside 
+ room which could be used by G.P.s as a common-room 
for dictating and signing letters. This would soon 


become a centre where the M.O.H. and his staff would have 
»pportunity for discussion with the G.P.s, encouraged, 
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perhaps, by a supply of tea and coffee. Notices on 
matters of medical or public-health importance, such as 
the local incidence of infectious diseases, could be 
displayed, and a few current medical journals and recent 
textbooks supplied. 

QUID PRO QUO 


It might reasonably be agreed that as help was being 
given to the G.p.s ther should bear a substantial part of 
the cost : it seems unlikely, however, that many of them 
would consider it worth while to pay more than a nominal 
sum. On the other hand, they might well be glad to offer 
some services in return. Each might accept the duties 
of an assistant M.O.H. to his own patients. It would be 
difficult at first to define the duties that the practitioner 
would undertake, but I am sure some such plan helpful 
to both sides could be evolved. 


The G.p. could, for instance, do rather more than he 
does at present to keep the M.o.H. informed of sickness 
trends in his practice. He might supply details, which 
did not involve breach of confidence, on patients with 
non-notifiable diseases of epidemiological importance or 
the subject of special study. He would advise the M.o.H. 
and the social workers’ on his patients even when they 
were not attending him. He could be asked to visit 
them to discuss the welfare of infants, control of infectious 
disease, care of the aged, and many other subjects. Only 
in emergencies would he be asked to visit. people not on 
his list—for example, an aged person in need who was 
not on any doctor's list. 


In all these duties he would naturally work under the 
M.O.H.; but the services provided for his correspondence 
and the transmission of messages would be confidential. 

Possibly experimental arrangements of this kind could 
be organised under the present Acts by a liberal interpre- 
tation of the expression ‘‘ health centre.’’ If not a short 
amending Act would readily establish the legal basis on 
which a scheme could be developed. 





London in 1953 


The dangerous situation which threatens now that 
the public has largely forgotten about diphtheria is 
again illustrated by~figures given in the report for 1953 ' 
by Dr. J. A. Scott, medical officer of health for the 
County of London. Despite continued publicity and 
further efforts by L.C.C. clinic doctors and health visitors, 
the number of primary immunisations again fell during 
1953, and the annual total was less than two-thirds of 
what it was in 1949. It is estimated from the London 
figures that by the end of 1953 the proportion of immunised 
children under five years had falien to 51:5 %—its lowest 
level since the immunisation scheme came into full 
operation. The report puts most of the blame on the 
apathy of parents, and goes on to say: “ If the con- 
tinuation of the present freedom from diphtheria is to 
be ensured, the number of immunised children under 
five, and particularly under one, must be substantially 
increased without delay.”’ 

Among the vital statistics for London, the report records 
a decrease in the death-rate from 12-0 per 1000 population 
in 1952 to 11-6 in 1953. The cancer death-rate continued to 
increase ; and there were more deaths from violence than 
in the previous year, home accidents forming a disturbingly 
large part of the total. The infant-mortality rate was 23-9 
per 1000 live births, compared with 23-1 in 1952, 25-4 in 
1951, and 25-8 in 1950. The decline in the birth-rate, which 
has been going on since 1948, continues, but it is slowing 
down : in 1953 the London rate was 15-2 per 1000 population, 
as against 15-3 in 1952, 15-6 in 1951, 15-7 in 1950, 16-7 in 
1949, and 13-4 in 1938. 

In: 1953, of every 100 children born in London, 85 attended 
a maternity and child-welfare centre at least once in their 
first year of life—the highest recorded figure. First home visits 
of health visitors to children under one were equivalent 
to 90% of the total live births. The number of domiciliary 
confinements, which has been declining since 1948, fell from 





1. London County Council: Report of the County Medical Officer 
of Health and School Medical Officer, 1953. Pp. 162. 2s. 6d. 
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11,026 in 1952 to 10,472 in 1953. The total of midwives 
qualified to give analgesia has steadily increased and since 
1950 all midwives employed by the council have been qualified 
In 1946 analgesia was given in 3%, of domiciliary 


in 1953 the proportion was 77%. 


to do so. 
confinements ; 


One of the L.C.C.’s tasks is to keep watch on the 
condition of the water in the Thames, and its chemical 
branch makes a weekly examination at 25 points between 
Teddington Weir and the sludge-dumping area in the 
estuary—a total distance of 86 miles. The pollution 
load that the river can stand obviously depends a great 
deal on the rate of flow, and it is laid down by statute 
that abstraction for water-supply shall not reduce the 
flow over Teddington Weir to below 170 million gallons 
per day. The summer of 1953 was by no means dry, and 
the average daily flow for the months of July to September 
was 225 million gallons. Nevertheless, the condition of the 
river became extremely poor and was bad over a consider- 
able stretch of its course for many weeks, particularly 
between London Bridge and Gravesend. But the report 
adds that new works for the additional treatment of 


A 
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sewage should shortly reduce the pollution load and 
counteract the progressive deterioration of recent years. 


Northern Ireland in 1953 

The Registrar-General for Northern Ireland! reports 
that in 1953 the general death-rate, the infant-mortality 
rate, and the death-rate from tuberculosis were again 
lower than in any previous year. The death-rate was 
10-7 per 1000 population—0-1 below the rate for 1952, 
and 0-9 below the average for the five years 1948-52. 
The cancer death-rate of 1:54 per 1000 was, however, 


0-07 above the five-year average ; the annual number of 


deaths from cancer of the lung has more than doubled 
since 1943. The death-rate from tuberculosis (0-23 per 
1000 population) compares with 0°30 in 1952, and a five- 
year average of 0-50. The infant-mortality rate of 38 
per 1000 live births was exactly half the corresponding 
rate in 1923. The birth-rate (20-9 per L000 population) 
was the same as in 1952. 





1. Annual Report of the Registrar-General for Northern Ireland 
for 1953. H.M. Stationery Office. 3s. 6d. 





Special Articles 


HAZARDS AND HEALTH 


In his report for 19531 the Chief Inspector of Factories 
(Sir George Barnett) records that the number of accidents 
(181,637) in premises within the purview of the Factories 
Acts showed the first appreciable increase since the 
1939-45 war over the previous year’s total (177,510) ; 
fatal accidents, however, decreased from 796 in 1952 
to 744 in 1953. Several factors contributed to the rise 
in the total number, among them the increased number 
of man-hours worked and the increase in the range of 
processes undertaken by women workers. 

Particularly disquieting is the increase in accidents 
to young people: commenting on the persistently high 
figures in this group, the Chief Inspector states that 
‘** Allowing young persons to be injured or killed is a 
form of extravagance in which British industry simply 
cannot afford to indulge’’; and he quotes examples of 
accidents occurring ‘‘in circumstances so deplorable 
that one questions whether certain employers are fit 
to be trusted with ‘ this precious raw material.’ ’’ ‘‘ Lack 
of proper instruction of young persons,” the report adds, 
‘*is the greatest single cause of machine aecidents ”’ ; 
and though the blame cannot always be laid at the door 
of the management, better discipline and closer super- 
vision would prevent those avoidable tragedies which 
result from skylarking and youthful high spirits. 

Referring to eye injuries, the report draws attention 
once more to the difficulty of getting workers to use 
protective devices, whether provided statutorily or 
otherwise. Much depends upon the attitude of the 
management: if they make it clear that they treat 
the matter with the utmost seriousness, then the workers 
also will understand the importance of taking all avail- 
able precautions. The law, moreover, lays down that 
employers are obliged ‘‘ not merely to provide the pro- 
tection, but to exert all due diligence to see that it is 
used.”’” Some factories have adopted the excellent 
practice of stamping job cards with appropriate reminders 
where the work demands special eye protection, and other 
firms have successfully organised intensive propaganda 
campaigns; but much more rigorous legislation is 
needed if the number of eye accidents (7738 in 1953) 
is to be reduced appreciably. 

The provision in all factories of first-aid facilities has 
been compulsory since 1924, and though in some the 
legal standards have been far exceeded, in too many 
others the equipment consists of ‘‘ small tin boxes 
covered with rust and dirt, containing the grimy remnants 
of their once statutory contents.”’ Similarly, the standard 
257. 6s. 6d. 


1. Omd. 9330. H.M. Stationery Office. Pp. 


of proficiency of first-aid attendants varies widely. All 
factories employing more than 50 workers are required 
to have a trained attendant, but the type of training is 
not defined, and no stipulation is made regarding the 
time that may have elapsed since the course was under- 
taken. The factory inspectors report an increasing 
difficulty in recruiting volunteers for first-aid duties, 
even where financial inducement is offered: this is 
disturbing, and it is to be hoped that some way will 
soon be found of impressing upon managements the 
importance of this aspect of their workers’ health. 

The report draws attention to the difficulty of persuad- 
ing both employers and workers that a high standard of 
cleanliness can and should be maintained even where 
the trade is essentially a ‘‘ dirty’’ one. Too often dirt 
and rubbish are allowed to accumulate in anticipation 
of the “‘ great annual clean.’’ The larger factories are in 
general better maintained than the smaller establish- 
ments, and some of the cleanest are those in which the 
‘‘ dirtiest ’’ trades are carried on. Associated with 
cleanliness is the question of ventilation, and it is 
encouraging to note that, with the rising price of fuel, 
more and more firms are installing modern systems of 
heating which use waste-products for fuel. However, 
in a large number of factories the heating and lighting 
systems remain obsolete. The report recommends that 
architects should give the same attention to the ventila- 
tion of factories as they now give so successfully to 
concert-halls, schools, hospitals, and other public 
buildings. 

The Chief Inspector observes that health is not a 
matter merely of protection against injury or disease : 
‘* if the individual feels that he is a unit, a clock number 
or a cog in a machine, not even the best provisions for his 
physical health will compensate for his sense of loss of 
recognition as a human being.’ Fortunately, there are 
signs that managements are growing steadily more 
aware of the need for promoting the mental as well 
as the physical well-being of their employees. 


SENIOR REGISTRARS 


STATEMENT BY MINISTER OF HEALTH AND JOINT 
CONSULTANTS COMMITTEE 


THE Minister of Health has been reviewing the training 
plan for senior registrars instituted in 1951 in the light of 
the numbers actually employed and the factors which will 
affect the number of vacancies likely to occur in the 
higher grades in the period in which persons who enter the 
senior-registrar grade in the next few years will be 
completing their training. 

After discussion with the Joint Consultants Committee 
as representing the medical profession, the Minister has 
come to the conclusion that generally the intake of senior 
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registrars in the various specialties is for the time being 
sufficient to meet future needs, and that the present 
number employed should be maintained pending the out- 
come of the discussions in which he and the Joint Com- 
mittee are engaged on the general subject of the medical 
staffing structure of the hospital and specialist services. 

Accordingly, in a letter of Dee. 13, the Minister has 
asked hospital boards to maintain their senior-registrar 
complement, in total and in each specialty, at the number 
at which it then stood, subject only to a few minor 
alterations. 

When a senior registrar completes the tenure of his 
present appointment whether this is in a post within the 
training plan of 1951 or in a “ transitional’’ post, the 
employing board is left free to extend his appointment for 
an additional year so that he may have more time to 
compete for a higher post if they are satisfied that his 
potentialities are such that he is likely. given more time, 
to obtain one. When a post becomes vacant, boards are 
expected to appoint to it a new senior registrar in the 
same specialty. As hitherto, there is nothing to prevent 
an existing senior registrar from obtaining another 
senior-registrar post in the same or a different specialty 
and holding it for the usual term. 

Senior registrars whose tenure is extended under these 
new arrangements will, of course, continue to be free to 
compete for higher posts. It is emphasised, however, 
that their retention as senior registrars will not give them 
any special claim or constitute any guarantee that they 
will be successful. 

The Joint Committee have expressed their agreement 
with these arrangements. 


NEW YEAR HONOURS 


THE list of honours published on Jan. 1 contains the 
names of the following members of the medical profession : 


Baron 
EpGAR DovuGias ADRIAN, 0.M., M.D. Camb., F.R.C.P. 
President of the Royal Society; master of Trinity 
College, Cambridge. 
K.B.E. 
Sir JoHN STOPFORD, M.B.E., M.D. Manc., F.R.C.P., F.R.S. 
Vice-chancellor, University of Manchester. 


Knights Bachelor 
Witrrip Epwarp Le Gros Ciark, M.A. Oxfd, p.sc. Lond., 
F.R.C.S., F.R.S. 
Dr. Lee’s professor of anatomy, University of Oxford. 
\RCHIBALD JOHN COLLINS, D.S.0., M.C., M.B. Sydney, F.R.A.C.P. 
President of the British Medical Association in Australia. 
LEYBOURNE STANLEY PatTRICK DAVIDSON, B.A. Camb., 
M.D. Edin., F.R.C.P. 
President of the Royal College of Physicians of Edinburgh; 
professor of medicine, University of Edinburgh. 
\RTHUR ALEXANDER GEMMELL, M.C., T.D., M.A., M.D. Camb., 
F.R.C.S.E. 
President of the Royal College of Obstetricians and 
Gynecologists ; gynecological and obstetrical surgeon 
to the United Liverpool Hospitals. 
‘©RERT REYNOLDS MacrintosH, v.M. Oxfd,  F.R.C.S.E., 
F.F.A. R.C.S. 
Nuffield professor of anesthetics, University of Oxford. 
C.B. (Military) 
Major-General CHARLES WILLIAM 


M.R.C.S., Q.H.S. 
Surgeon Rear-Admiral James HAMILTON, C.B.E., M.B. Glasg. 
C.B. (Civil) 
lon. WALTER SYMINGTON MACLAY, 0O.B.E., M.D. Camb., F.R.C.P. 
Senior medical commissioner, Board of Control. 
C.M.G. 
FRANCIS FERNANDO, 0O.B.E., M.D. Lond., M.R.C.P. 
Physician, General Hospital, Colombo. 
HAYMOND LEWTHWAITE, O.B.E., D.M. Oxfd, F.R.C.P. 
Director of Colonial Medical Research. 


GREENWAY, C.B.E., 
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C.V,O. 
JosEPH GRAEME Ht MBLE, M.R.C.S, 

}.B.E. (Military) . 


Surgeon Captain Jonn Henry, BREVELL Crossre, M.B. Dubl., 
R.N. retd. 

Major-General FREDERICK 
M.B. Lpool, Q.H.P. 


CAVENDISH HrILTON-SERGEANT, 


C.B.E. (Civil) 


ARTHUR FREDERIC ALFORD, M.B. Brist. 
Senior medical officer, Ministry of Education. 
Witt1am Epwarp LopEwykK HAMILTON CROWTHER, D.S.O., 
V.D., M.B. Melb., F.R.A.C.P. 
Hon. consulting physician, Royal Hospital, Hobart ; 
president, Medical Council of Tasmania. 

MAURICE WALTER GOLDBLATT, M.D., PH.D. Lond. 

Director, industrial hygiene research laboratories, Imperial 
Chemical Industries Ltd. 

JosrPpH HAROLD SHELDON, M.D. Lond., F.R.C.P. 

Director of medicine and senior physician, Royal Hos- 
pital, Wolverhampton. 

Denis JoHN WILLIAMs, M.D. Lond., D.sc. Manc., F.R.C.P. 
Civilian consultant .to the R.A.F. in neurology and 
electro-encephalography ; physician in charge of neuro- 
logy, St. George’s Hospital. 


O.B.E. (Military) 


Surgeon Commander THomas WiLson Froaeart, M.B, Sheff., 
R.N, 

Lieut.-Colonel Joun Irvine, M.B. Glasg., R.A.M.C. 

Lieut.-Colonel THomas McGrecor McNre, M.B. Glasg., 
M.R.C.0.G., R.A.M.C. : 

Wing-Commander Joun Hore Poot, m.p. Durh., R.A.A.¥.R.0. 


O.B.E. (Civil) 


Bastz WILLIAM ARMSTRONG, M.C., M.B. Lond. 
Lately medical superintendent, Royal 
Hospital, Margate. 

Davip ALEXANDER BatrD, M.B., B.Sc. Edin. 
Director of medical services, Somaliland. 

ARTHUR BEAUCHAMP, M.B. Birm. 
General practitioner, Birmingham ; 
Ministry of Health. 

Exrior Ceci CURWEN, M.A., M.B. Camb. 
Hon. physician, Police Convalescent 
Hove. 

WELIWATTAGE LIVERIfE PERERA DASSANAYAKE, L.R.C.P.E. 
Superintendent, filariasis campaign, Ceylon. 

Wrii1AM MARSDEN ForpD-ROBERTSON, M.D. Edin. 

Medical director, Lebanon Hospital for Nervous and 
Mental Diseases, Beirut. 

Tuassos CHARTDIMOU GIRCOTIS, M.D. Vienna 
For medical services in Cyprus. 

GEORGE RAJANAYAGAM HANpDy, M.B. Lond. 

Visiting physician, General Hospital, Colombo. 

Witi1am Epwarp HvutTcHInson, £.D., M.D. Dubl., J.P. 
A.D.M.S. (civil defence), Singapore. 

EpwWaRD NORMAN JAMIESON, F.R.C.S.E. 

Surgeon, Lewis Hospital, Stornoway. 

JAMES HutcHInson KENNEDY, B.M. Oxfd 
Government medical officer at Ndanga, 
Rhodesia. 

ARTHUR GENTRY PITTS, F.R.C.S. 

Medical practitioner, Waimate, New Zealand. 

Joun HERBERT OwEN Roserts, M.D. Lond., J.P. 
Medical superintendent, North Wales Hospital for 
Nervous and Mental Disorders, Denbigh. 

Loris Rowan SHARPLES, M.B. Edin. 

For public services in British Guiana. 

WALTER ANSLEY YOUNG, M.R.C.S., J.P. 

For public services in the Federation of Malaya 


Sea Bathing 


for services to the 


Seaside Home, 


Southern 


M.B.E. (Military) , 


Major THomas CHARLES AYRES, T.D., R.A.M.C., T.A. 

Captain Ivor RoBert BESSANT, R.A.M.C., T.A. 

Captain ALEXANDER JosEPH ZostmuS NAVARATNE, Ceylon 
Army Medical Corps. 

Squadron-Leader ERNEST 
R.A.F. 

Major Lesiiz Frank RiIcHMOND, T.D., M.D. Durh., R.A.M.C., T.A, 


Sipney ODpDBERT, M.B. Dubl., 
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M.B.E. (Civil) 
Moya KaTHLEEN BatLey (née BLACKALL), M.B. Sydney 
Medical practitioner in the Australian Capital Territory. 
FRANK Howarp BuppeEn, m.B. Lond. 
M.O. (ophthalmology), Northern Region, Nigeria. 
Maria Leonora Du Torr 
For medical services in the Tiv 
Region, Nigeria. 
JANE EVANS 
Medical missionary in Egypt. 
LucIEN ARNOLD GUNESEKERA 
Medical practitioner, Colombo. 
James DonaLtp HoLMEs, M.B. Glasg., 
Admiralty agent, 
London. 
THOMAS AFFLECK MORRISON, M.B. Aberd, 
Chairman, Brighton Executive Council. 
CHARLES VINCENT MTAWALI 
African assistant m.o., Tanganyika. 
IpA MIRRIELEES SEYMOUR, L.R.C.P.E. 
Lately medical offieer, Department of 
Scotland. 


division, Northern 


surgeon and Finchley and district, 


Health for 


Medicine and the Law 


Capital Punishment 


Mrs. Styllou Christofi, a Cypriot, was charged with the 
murder of her daughter-in-law. She spoke practically no 
English and her trial was conducted with the aid of an 
interpreter. She was found guilty and sentenced to death 
at the Central Criminal Court on Oct. 28. An appeal to 
the Court of Criminal Appeal failed, and the Home 
Secretary decided not to recommend a reprieve. She 
was executed at Holloway Prison on Dee. 15. 

The hanging of a woman is comparatively rare: this 
is only the third case since the war. The case is 
unusually important for two reasons. 

First, there is some doubt as to the woman’s mental 
condition, particularly at the time of the murder. Dr. 
Thomas Christie, principal medical officer at Holloway 
Prison, in a report dated Oct. 5, said that after observa- 
tion of the prisoner since July 30, he had formed the 
opinion that she was insane, but was medically fit to 
plead and stand trial. He wrote!: 

‘The clinical picture is that of a non-systematised, 
delusional mental disorder. This is a disease of the mind. 
In my opinion, the fear that her grandchildren would not be 
brought up properly induced a defect of reason due to the 
above disease of the mind whereby, however much she may 
have been capable of appreciating the nature and quality of 
the acts she was doing, at the time of the acts the defect of 
reason was such that she was incapable of knowing that what 
she was doing was wrong.” 


If Dr. Christie was right in that opinion, then Mrs. Christofi 
was insane within the meaning of the McNaughten 
rules. A copy of his report was furnished to the defence, 
but on the prisoner’s own instructions the defence did not 
raise the issue of insanity. As she was deemed fit to 
plead, counsel had no option but to accept her instructions. 

After the prisoner’s appeal had been dismissed, the 
case came before the Home Secretary. If it appears to 
the Home Secretary that there is reason to believe that a 
prisoner under sentence of death is insane, he must by 
the Criminal Lunatics Act, 1884, appoint two or more 
legally qualified medical practitioners to examine the 
prisoner and to inquire as to his insanity. In view of 
Dr. Christie’s report, the Home Secretary appointed three 
doctors to conduct an inquiry. They reported, according 
to the Home Secretary’s explanation in the House of 
Commons,’ that Mrs. Christofi was not in their view 
insane ; and they added that in their view she did not 
suffer from any minor mental abnormality which would 


1. Daily Express, Dec. 15, 1954. 
1955, p. 53. 


2. See Lancet, Jan. 1, 
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justify them in making any recommendation on medical 
grounds relevant to the question of a reprieve. The 
Home Secretary also disclosed that Mrs. Christofi would 
not agree to electro-encephalographic examination. 

Secondly, this case raises again the question of the 
Home Seeretary’s responsibility and his relations with 
Parliament. At the time of the Bentley case,* the Speaker 
ruled that a particular case could not be raised in the 
House prior to reprieve or execution, but that after 
reprieve or execution the Home Secretary was answer- 
able to the House. This ruling has obvious disadvantages 
in that execution settles a case beyond recall, but there 
are clearly reasons for it. In the Bentley case, however, 
the then Home Secretary, Sir David Maxwell Fyfe, did 
receive deputations of M.P.s. 

In the present case the new Home Secretary refused to 
receive such deputations, although he agreed “as an 
exceptional step ’’ to see Mr. D. Weitzman, Q.C., M.P., who 
was counsel for the defence at the trial. When questioned 
about this in the House after the execution, he said : 
‘*T am sure that, while it is of course open to Members of 
Parliament to submit representations to the Secretary of 
State, the House will agree that a Home Secretary should 
not be expected to receive oral representations, even from 
hon. Members, and to discuss the case with them, when 
he is engaged in the discharge of this onerous and anxious 
duty.’ After the execution, the Home Secretary was 
asked to publish all the medical evidence and the advice 
given to him by the trial judge. The Home Secretary 
replied that he was not prepared to make these documents 
available; it would, he said, be contrary to long 
established practice and open to considerable objection.* 

The Home Secretary’s refusal to publish the documents 
makes it difficult to form a judgment on this case and 
leaves certain questions unanswered. For instance, it is 
not clear whether the Home Office doctors expressly 
dissented from Dr. Christie’s opinion that Mrs. Christofi 
was insane at the time of the murder, or whether they were 
principally concerned with her mental condition at the 
time of their examination. When insanity is pleaded 
at the trial, the court is concerned solely with the 
prisoner’s mental state at the time of the murder, but the 
Home Secretary in considering a reprieve may also 
take into account the prisoner’s subsequent mental state. 

Publication of the report of the Home Office doctors 
would have been valuable in another connection. Had 
Mrs. Christofi pleaded insanity, that defence might well 
have succeeded in view of Dr. Christie’s report. It is 
likely that Mrs. Christofi threw away her best line of 
defence. That raises the question of how far a prisoner, 
as to whose sanity there is some doubt, is the best person 
to decide his or her defence. It is difficult to see how 
that right can be taken away from a person deemed fit 
to plead, and for that very reason the prerogative of 
merey assumes an especial importance. 

The legal and administrative difficulties involved in 
these cases would disappear if there were no death penalty. 


Death after Ambulance Journey 


The death of a 72-year-old man after transfer as a 
sitting case by ambulance from Glasgow Royal Infirmary 
to Helensburgh Victoria Infirmary. was the subject of 
a fatal-accidents inquiry in Glasgow on Dec. 23.4 The 
jury returned a formal verdict that the man had died 
as a result of a broken rib puncturing his lung during 
the journey. The widow gave evidence that her husband 
had become very ill while sitting up throughout the 
journey. A doctor from the Royal Infirmary stated 
that he had given instructions for the man to be trans 
ferred as a stretcher case. A pathologist who had don 
a necropsy said that if the patient had travelled lying 
down the movement of the rib would have been reduced 





3. Ibid, 1953, i, 279. 
4. Glasgow Herald, Dec. 24, 1954. 








is | 
wa 
an 
Sel 
wa 


r 


ref 
wa 
rig) 
gro 


¥ 
195 
her 
in 
abo 
foll 
was 
wot 
her 
indi 
to a 
D 
ship 
wer 
add 
the | 
for | 
hab) 
that 
alles 
dist 
the | 
in m 
T 
alla 
with 
on | 
cons 
to cl 
child 
L an 
do a 
too | 
pain. 
TI 
that 
his o 
After 
ated 
find 
bodil 
chars 








cal 
he 
ld 


he 
ith 
<)) 
he 
tel 
er- 
res 


are 
lid 


to 
an 
ho 
Led 
id : 
of 
ot 
ald 
om 
1€11 
OULs 
ras 
‘ice 
ary 
nts 


ng 


Ss a 
ary 
t ol 
The 
lied 
ring 
and 

the 
ited 
ans 
lone 
ying 
ced 





THE LANCET] IN ENGLAND NOW 


A Letter from the Hospital 


At an inquest in Doneaster on Dec. 20,! the coroner 
returned a verdict of suicide while the balance of the 
mind was disturbed in the case of a 30-year-old woman 
who had been found gassed in the kitchen of her home. 
The coroner said that there was a history of mental 
illness since the birth of a baby in October. The woman 
had been admitted as a voluntary patient to Middlewood 
Hospital, Sheffield ; and, according to evidence at the 
inquest, on the day of her suicide she had opened a 
letter from the hospital, addressed to her husband, 
stating that her condition had ‘“‘ not improved.’ The 
coroner wanted to know why the letter was sent to the 
woman’s home instead of to her doctor; and why it 
was ‘‘ merely a typed document with blanks filled in and 
signed by the clerk.” ‘‘I do not think,’ he declared, 
‘*there is any doubt it had the final effect of making 
her lose her balance, and I think there is no question 
whatever she decided on the spur of the moment to take 
her life in consequence.”’ 

An official of Sheffield no. 2 Hospital Management 
Committee, whose group includes Middlewood Hospital, 
is reported to have said that the medical superintendent 
was considering whether it might be advisable to omit 
any reference to the patient’s condition from the form 
sent to the relatives. The letter mentioned at the inquest 
was a statutory form laid down by the Board of Control. 


Habit-forming Drug 
The habit-forming characteristics of pethidine were 
referred to in a recent case in which the wife of a doctor 
was granted a decree for the restitution of conjugal 
rights.?- The husband’s cross-petition for divorce on the 
ground of cruelty was rejected. 


The parties were married in 1941. Between 1948 and late in 
1953 the wife underwent a number of serious operations and 
her health began to deteriorate. After a major epileptic fit 
in 1952 she was admitted to The Retreat, York, and after 
about three months’ treatment was formally discharged. The 
following year she again entered The Retreat, and while she 
was there the husband wrote to her that in no circumstances 
would she be admitted to his house again and refusing to let 
her see their child—a letter which, said Mr. Justice Wallington, 
indicated the husband’s determination to bring the marriage 
to an end. 

Dealing with the husband's allegations of cruelty, his Lord- 
ship said that it was common ground that the acts alleged 
were due to the fact that late in 1951 the wife became a drug 
addict, after injections of a particular drug given to her after 
the operations. * It is a synthetic drug, and it was not realised 
for seme time after it appeared on the market that it was a 
habit-forming drug.’ The judge said that he was satisfied 
that the wife had acted to some extent as the husband had 
alleged. She pressed him for injections, disturbing his rest, 
distracting him when he was attending his patients during 
the day, making him less confident in his work and less fresh 
in mind and body. 

There came a time, said the judge, when the husband knew 
all about pethidine. The time came when he injected the drug 
with a frequency which he knew must have a disastrous effect 
on his wife. “I am not charging him with doing anything 
sonsciously wrong. He was in a great difficulty and he had 
to choose between losing his sleep and the disturbance of the 
child, and giving his wife a drug which would make her quiet. 
[ am dealing with this case on the footing that he did not 
lo anything which he knew to be morally wrong. He was 
too kind to her because he did not like to see her suffer 
pain.” 

The husband, his Lordship continued, had never suggested 
that he was prevented from carrying on his practice apart from 
his own two illnesses, although he might have been hindered. 
After describing some of the husband’s evidence as exagger- 
ated to the point of improbability, the judge said: ‘“* I cannot 
find that the husband has proved any danger to his health, 
bodily or mental, as the result of the wife’s conduct. His 
sharges of cruelty therefore fail.”’ 





1. Star, Sheffield, Dec. 20, 1954. 
2. Yorkshire Post, Dec. 22, 1954. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


GRANNIE’S passion for locks and keys was a source of 
unending amusement in the Smith family. On her 
bedroom door was a Yale lock, two bolts, and a hook- 
and-eye catch. Her small bureau ‘ for her papers ’’ was 
reported to be a honeycomb of secret drawers. She kept 
her keys in a purse under her pillow and in the three 
years I visited her I never knew her to lose grasp of this 
purse. Indeed I believe she slept with her arthritic 
fingers firmly locked around it. It was not that she was 
ungenerous; her grandchildren adored her: but she 
had a fixture for locks and keys. Just as many ageing 
folk develop a fancy for acquiring things, hoping that an 
accumulation of life’s trappings will give them a surer 
hold on life itself, so Grannie put away, firmly closed, and 
locked everything, hoping, perhaps, to conserve and 
extend her own contracting days. 

Once, when her purse burst open and her keys fell in a 
shower over the bed, I laughed and said: ‘‘ Grannie, I 
can see every key except the Key to the Kingdom of 
Heaven!’ Gravely she pointed to her heart and said : 
** IT keep that one locked in here.”’ 

She had a great fear of hospitals and made me promise 
more than once that I would never send her there. It 
was therefore with a troubled mind that I read the 
pathologist’s report: S. typhi isolated. I tald the family 
that I did not think we should be sentimental about her 
distrust of hospitals and that I meant to send her to the 
isolation unit as soon as possible. They were, of course, 
in agreement. So I went upstairs to her bedroom and 
sat on her bed and took her Hand and said: ‘‘ Grannie, 
I am afraid I must break my word. You have got a 
serious illness which you could pass on to the family. 
I have arranged for your admission to hospital.’’ She 
gave me a long steady look which I shall not forget. 

Before the ambulance came she gave her daughter all 
the keys, commanded her to unlock every lock and open 
every drawer and box and cupboard in the room. She 
gave precise instructions how to slide back the panels 
which revealed the secret departments in her bureau. 
Most of the drawers were empty. Some contained a 
small amount of paper money, old letters tied with 
ribbon, her dead husband’s tobacco-pouch now containing 
crushed lavender, a few trinkets. 

By this time the ambulance had arrived and with great 
composure she lay on the stretcher. As she was bein 
taken out of the dooy her daughter rushed up to her an 
said: ‘I will bring up all your keys later, Grannie.” 
‘*T have the only one I need,’’ she said. 

a * * 

I had a Greek girl in outpatients yesterday and asked 
her if she was breathless. She didn’t understand, so in 
despair I asked if she had dyspnoea. ‘ Ah, yes,’’ she 
said, ‘‘ I have dyspnoea and you speak Greek.” 

* * ” 

The DC-3 glided to a halt in front of the little airport 
buildings, and I stepped out into the glare of the Colorado 
sun, feeling very British and conspicuous in my dark 
lounge suit among the light summer attire and gaily 
coloured shirts around me. There was something 
remarkably fresh and invigorating about the air and the 
expanse of open country around the airport, after the 
noise, exhaust-laden atmosphere, and urgency of Chicago. 
My host from the hospital was waiting, and after a quick 
lunch he suggested a short sight-seeing drive. This 
proved to be a modest run of 180 miles over arid desert, 
through the picturesque little town of Montrose, so 
different from its Scottish namesake, to the Black 
Canyon of the Gunnison. The forbidding grandeur of 
this grim canyon, the beauty of the lakes and coniferous 
forests at the top of the Grand Mesa, and the red magnifi- 
cence of the rock formations of the Colorado National 
Monument, which we visited next day, defy description. 

But my visit was a professional one ; the local medical 
society dinner was planned for 7 P.M., my lecture for 
8.15 p.M., and at 6.55 P.M. we were at the hospital. 
The secretary of the society met us, looking a trifle 
sheepish. ‘“ I’m sorry,” he said, *‘ but the cooks thought 
the dinner was tomorrow night.’’ The society put its 
heads together and decided we should go to the president’s 
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for liquid refreshment and to think things over. We 
climbed into roughly fifteen cars and descended upon 
the president’s wife, who responded manfully, as American 
wives do. At 7.45 P.M. it was decided that we should 
dine at the local restaurant, which for so small a town 
was remarkably sumptuous. Conversation flourished, 
except when I mentioned the National Health Service. 
By 8.45 p.M. our numbers had risen to roughly fifty, we 
were on Christian name terms, and the society decided 
that perhaps I ought to be delivering my lecture. We 
straggled back to the hospital, and were entering the 
lecture-room when Joe realised that he had forgotten the 
projector. Jake sprang into the breach and into his 
Jaguar, and was back within ten minutes carrying a 
small black box, which, on being opened, unexpectedly 
proved to contain an electric sewing-machine. But in 
due course another box was produced, this time the right 
one, and Jake atoned by acting as projectionist. At 
9.15 P.mM., provided with a broomstick to use as pointer, 
I began my lecture. Faced with a professional topic, 
the audience subsided into gloom, which was rapidly 
dispelled a few minutes later, when the screen fell over. 
Whether my subject interested my audience, I cannot 
tell, but I certainly enjoyed the evening. 
* ~ *” 


All men wear trousers in public, and most accept the 
convention of having them done up. In the old days 
the loss of a.button mattered little and the defect could 
be quickly remedied at home at the end of the day. 
But with the introduction of modern closing techniques 
the situation has become potentially dangerous. 

Lately, while visiting a famous foreign clinic I had 
occasion to leave the room between cases, whereupon 
the most vital of all zips literally came off in the hand. 
All efforts to restore the situation were fruitless. 
Return to the clinic was unthinkable, it was too long 
to wait, at any rate there, and the possibility of a 
message to the operating-theatre for a row of Michel’s 
clips occurred to me too late. Action was imperative, 
and for better or worse I decided on flight. Simulating 
confidence, looking neither to right nor left and with 
head erect—to increase anterior tension—lI reached the 
hospital exit without apparently attracting attention. 

As luck would have it at the first corner was a clothing 
store. But inside was a woman choosing ties for her 
husband. She was in no hurry and the assistant showed 
signs of waiting to leave her to make up her mind and 
attend to me. I feigned interest in a box of socks farther 
down the counter. When the opportunity for explanation 
finally came the assistant regretted that they had no 
facilities for repairs but suggested a tailor farther down 
the street. This meant another public appearance but 
again I excited no undue attention. The next hazard 
was the least expected. The only attendant behind the 
counter was a woman. Flight seemed ridiculous. She 
was middle-aged, of kindly demeanour, and wore a 
wedding-ring. I outlined the general position. She 
explained that the tailor himself was ill but that there 
was another four blocks away. This distant craftsman 
proved to be male, but a heartless scoundrel who took 
full advantage of my situation: zips were irreparable, 
he declared, and he was too busy to insert a new one that 
day; he advised me to buy a new pair of trousers. 
I pointed out that none of his trousers matched my 
coat. He replied that non-matching trousers were the 
current fashion in America. Finally he suggested a row 
of safety pins and scornfully declined payment. Walking 
delicately, like Agag, I was now able to return to the 
clinic, but explanations caused more entertainment 
than sympathy. 

+ * * 
I like to go to Guidance Clinic 
And be a charming little cynic 
And paint the walls all scarlet red 
And hit caretakers on the head, 
For this reveals my true intents 
And latent talents, and prevents 
The insalubrious suppression 
Of all my long-pent-up aggression. 
I like to paint the Clinic red 
And hit caretakers on the head, 
But, mother-figure, is it true 
There's nothing that I mustn’t do ? 
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Letters to the Editor 


SANATORIA 

Srr,—The leading article in your issue of Dec. 25 
suggests, on the basis of some American evidence, that 
the introduction of antibiotics has rendered obsolete 
a good deal of sanatorium treatment. 

No worker in the field of tuberculosis can doubt the 
value of the new antibiotics; but they have been intro- 
duced against a background of better nutrition amongst 
the poorest classes, financial arrangements that permit 
a patient to rest in a sanatorium without economic 
catastrophe, the raising of the standard of treatment 
throughout the country to the level previously enjoyed 
only by a few areas, enormous improvements in and 
much wider application of surgery, and a better under- 
standing of pathology. 

To treat a lesion instead of a patient is always bad 
medicine : in tuberculosis it is a disaster. Yet, in asking 
if some of the patients could not be safely treated with 
drugs whilst they work, your leader suggests precisely 
this fallacy. In any case, we know the answer. It has 
been my lot to have referred to me a considerable number 
of doctors suffering from this disease. Owing to the 
quaint but widely held belief that disease always runs 
a different course in the medically qualified, they have 
in many cases been treated by antibiotics whilst con- 
tinuing their work. Without exception, they have 
deteriorated on this régime. 

A young man or woman may acquire tuberculosis 
because of an overwhelming infection by a close contact 
whilst in a susceptible state or because of greatly lowered 
physical resistance, as in semi-starvation conditions—for 
example, in a prisoner-of-war camp. More commonly, 
however, the disease arises because resistance to endo- 
genous or exogenous infection has been lowered by 
domestic or financial difficulties, by driving ambition in 
excess of ability, or by failure to adjust to environment. 
If an initial minimal lesion is controlled by drugs or cut 
out by a surgeon, but the resistance not raised and tensions 
not released, further lesions are likely to arise. To such 
a patient, a sanatorium régime, if sympathetically and 
skilfully applied, will not only enable him to overcome his 
current infection, but will induce a state of mind and 
a philosophy that will afford a considerable measure of 
protection for life. Whilst the smell of pine needles and 
a rarefied atmosphere do not affect the tubercle bacillus 
directly, I do firmly believe that a patient will recover 
more permanently if he watches the serene beauty of 
forest and meadow from his bedroom window, than if 
he passes several months of enforced idleness looking 
at a factory chimney. 

The abandonment of country sanatoria may be a 
necessity, but let us not try to make a virtue of it. Some 
of them may be unfit for the middle-aged : it would be 
a wise investment to rebuild them. The Norwegians are 
emptying their sanatorium beds but only because they 
are eradicating the disease and not because they are 
keeping their active cases at work. 

You question the wisdom of confining ‘ non-infectious 
young people for months in surroundings where they 
suffer . . . the possibly adverse effect of being surrounded 
by others with the same disease.” If the adverse effect 
referred to consists of mental depression by contagion 
from despondent “ chronies,”’ then the sanatorium must 
indeed be a badly managed one. 

Finally, may I stress as axiomatic that a patient 
who is ill enough to need treatment with antibiotics is 
ill enough to be in bed. 


Liverpool. LESLIE J. TEMPLE. 


Sir,—Your editorial does not pay the credit due to my 
late chief, Sir John Robertson. As medical officer of 








in 
it. 


ns 
ch 
aid 
Lis 


of 
nd 
us 
‘er 
of 


ng 


me 


us 
ley 
led 
ect 
ion 
ust 


ent 


; is 


my 


of 








THE LANCET} 





health for Birmingham he it was who had learnt and 
taught the value of George Bodington’s work, and who 
instituted the campaign against tuberculosis, including 
the building of the sanatoria. The emphasis he placed 
upon sanatoria was in mental and physical rest, in pure 
air, with good food ; and where the patient’s home was of 
the right standard, he regarded it as the safest and 
best place in which to treat infectious disease. The 
treatment of pulmonary tuberculosis was to include 
nothing unpleasant but everything which brought rest, 
comfort, cheer, brightness, and fresh air to the patient 
and his family; and the family doctor was the best 
person to undertake it. 

As the tuberculosis service has developed I have 
watched the progressive departure from these ideals. 
The tuberculous patient has gradually been taken out 
of the hands of the family doctor by the institution 
of specialised techniques—-pneumothorax, pneumoperi- 
toneum, phrenic-nerve paralysis, thoracoplasty—and 
what is still more important these measures have been 
adopted as substitutes for rest (e.g., if a patient could not 
be found a bed in a sanatorium pneumothorax was 
induced to rest the lung). After hundreds of thousands of 
patients have been treated by this means, we are now 
told that they are of little use—lung resection and 
thoracoplasty are the correct treatments. But not while 
the patient has an active focus, for operation at such a 
time can spread the infection to normal lung: lung 
resection must not be done until the lesions have healed. 
So patients now admitted to sanatoria are told that 
later, when they have recovered, they may have to have 
their lung removed. As Dr. Houghton and Dr. Corrigan 
pointed out, ‘‘ the patient who enters a modern sana- 
torium can no longer contemplate a period of tranquillity 
and freedom from personal anxiety.”’ Modern sana- 
torium treatment has caused people to look upon the 
disease with horror; therefore, let us get back to 
the teaching of Sir John Robertson. Give the patient the 
rest, comfort, and cheer, and restore the family doctor to 
his rightful place. We can the more readily do this now 
that we have efficient drugs. 


Birmingham, 15. JAMES F.. BRAILSFORD. 


Srir,—Your leading article poses several questions of 
great importance. The picture, as you say, has been 
profoundly changed by the antibacterial drugs and it is 
timely for many of the old methods to be re-examined. 
The case of the tuberculous child must, however, receive 
special consideration. 

Whilst it may be reasonable, as you suggest, to treat 
certain adults with small uncavitated lesions ‘‘ with 
drugs while they work’ this method should not be 
considered in the case of school-children except under the 
most careful safeguards. These small uncavitated lesions 
of adult-type disease in adolescents demand the closest 
attention. They are likely to be recent and tend to 
progress and spread if not dealt with energetically. 

Nor should there be any questions arising in the case 
of children about ‘ the irritations of institutional life ’’ 
and ‘‘ the possibly adverse effect of being surrounded by 
others with the same disease.” Whilst far too many 
of our boys and girls still become infected with tubercu- 
losis, only a small proportion of the cases that come to 
light call for prolonged institutional treatment. In this 
group should certainly be included the rare cases of 
children with adult-type disease. These should be 
admitted only to sanatorium schools fully equipped both 
medically and educationally. 

Probably it is true to say that tuberculous children 
scattered in small numbers and isolated groups through- 
out the country have been neglected in the past. 
Certainly this is the case today, for from time to time 
young people with tuberculosis are admitted to my 
sanatorium who have received previous treatment in 
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surroundings quite unsuited to their tender years and 
educational needs. Numerically the problem of how 
best to provide for these handicapped youngsters is small. 
Probably half a dozen comprehensive centres would cover 
the needs of the whole country. The names of two or 
three readily suggest themselves. All that is required is a 
little interest and understanding of the problems involved 
at the appropriate administrative levels. 


High Wood Hospital for Children, 


Brentwood, Essex. F. J. BENTLEY. 


HZ MOLYTIC TRANSFUSION REACTIONS 


Sir,—I do not understand why, when blood-transfusion 
is to be discussed, so many protagonists entangle them- 
selves with arguments on blood-grouping. True, blood- 
grouping is an important factor in blood-transfusion, but 
it is only one factor among several, such as the collection 
of donor blood, its storage, distribution, and adminis- 
tration; and I cannot admit its pre-eminence among 
these. Blood-transfusions are given to save lives; and 
it is our duty to remember this, and not to waste our 
energy on sterile recriminations. No two patients have 
the same needs, no two hospitals the same patients. One 
hospital may receive no emergency admissions, and have 
but a limited number of elective operations ; in such a 
hospital blood-grouping can be done by the most 
elaborate and time-consuming methods without harm to 
any and‘ with benefit to all. Another receives patients 
from a large, sparsely inhabited tract of land; the 
patients who survive the journey to hospital will readily 
tolerate two or three more hours’ delay, so slow methods 
may again be used (though I think a flying-squad using 
rapid methods might not be out of place). In a city, a 
hospital may receive all the emergency work—traumatic 
as well as medical—from a population of 250,000 within a 
radius of 3 miles; here patients more often survive the 
journey to hospital but may arrive in the receiving-room 
grey, pulseless, with air hunger and barely conscious. 
It is for these and those a little less ill that 1 am con- 
cerned: and it is with such patients in mind that I 
decided, eight years ago, that I must provide a blood- 
transfusion service which would tolerate only the 
minimum of delay. 

During these eight years, although I used the more 
complicated methods freely, I have depended chiefly on 
the simplest methods. So far, I have killed no-one, though 
I have made a dozen blunders; but I have found that 
every one of these dozen blunders was due to a failure of 
the human element—not to a failure of the simple method 
being used. Every blunder was revealed by simple 
repetition of the test by someone working without 
anxiety or preoccupations—often by the person who 
made the original mistake. I therefore offer no apologies 
for my “crude”? methods, for ‘‘ crude” they may be 
called, though they revealed an anti-c and an anti-P. 

Besides this ethical problem (for I claim that these 
rapid methods probably save half a dozen lives a year, 
and add only infinitesimally to the danger of trans- 
fusion) there are the various practical points which have 
been brought up in this correspondence. Dr. Taylor 
(Dec. 18) and Dr. Walther (Dec. 25) believe that tube 
methods are so much more reliable than any others that 
they must be adopted ; I would refer them to one paper * 
which shows that in some conditions tile methods for 
ABO grouping may be more reliable than tube methods, 
and I would remind them of the method of the inclined 
capillary tube for Rh testing**; one of my colleagues 
has performed‘ a direct comparison with the tube 
method on 2500 samples without a discrepancy. These 
data indicate that the reliability of a serological technique 


1. Allen, F. H. jun., Diamond, L. K., Madden, H. J. New Engl. 
J. Med. 1951, 244, 925. 

. Chown, B., Lewis, M. J. clin. Path. 1951, 4, 464. 

. Discombe, G., Meyer, H. Amer. J. clin. Path. 1952, 22, 543. 

. Jacob, G. F. Personal communication. 
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may vary with the surroundings in which it is performed, 
that a method ideal for the unhurried reference laboratory 
may prove less satisfactory in the busy routine laboratory. 
Dr. Walther advocates the more general use of group-O 
rhesus-negative blood, but 1 fear that it would prove 
impossible to supply the quantities required, and since 
it can give rise to hwemolytic reactions it would prove 
little, if any, safer than the simplest methods of grouping 
and cross-matching. 

Dr. R. M. Heggie (Dee. 18) is mistaken when he sug- 
gests that representations by any pathologist can produce 
an improvement in laboratories or increase of staff over- 
night ; and that inadequacy of laboratory and staff is 
the fault of the pathologist. Too often the pathologist’s 
appeals for staff and space are suppressed in the medical 
advisory committee or refused by the management 
committee ; and even if his pleas are granted, there must 
be a delay of years before buildings are erected or staff 
trained. No pathologist can appeal to the regional 
hospital board over the heads of his colleagues, and if he 
appeals over the head of the hospital management 
committee, he is unlikely to obtain any satisfaction. It 
is not fair to impute all the blame to the pathologist and 
to exculpate the administrator who fails to provide 
essential facilities. 

The actions of Dr. J. F. Heggie and his committee 
seem to have been beyond reproach ; not so those of the 
other bodies who circulated that memorandum. There is 
real and widespread dissatisfaction over the dissemination 
of these memoranda, but this dissatisfaction could easily 
be overcome by the Ministry or the regional boards. 
Every hospital management committee should be 
instructed to arrange for the regional transfusion director 
to consult with the pathologists responsible for blood- 
transfusion in that group, and to submit agreed and 
detailed recommendations on the space and staffing 
needed to provide an adequate service, and on the 
deviations from optimal techniques which would be 
needed to utilise best the existing facilities. Differences 
of opinion would of course arise, and these could most 
easily be settled with the aid of members of a panel of 
specially experienced pathologists nominated by the 
Association of Clinical Pathologists. 

I suspect that some of the warnings given in memo- 
randa are open to question. Dr. Taylor praises Dr. 
Heggie’s warning about infected blood, but I understand 
that Dr. Heggie’s experience of such accidents is limited 
to three cases: when I encountered one of these in the High 
Court, the evidence suggested that the death was not 
saused by infected blood. One should realise that the 
whole North London Transfusion Service has had one 
death from infected blood in five years, during which 
period more than 500,000 bottles were issued. The 
evidence on which warnings are based should be pub- 
lished ® and not restricted to some coterie of initiates. 

I believe that blood-transfusion becomes safe when 
supervised by pathologists and technicians who are 
interested in it and who will spend time and energy on it. 
Such persons can use almost any method with safety. 

I am glad that I differ so slightly from Mr. Evans 
(Nov. 27) in my approach to treatment. He admits 
that it is only in dehydrated patients that treatment 
with sodium sulphate is likely to be beneficial. I submit 
that it is difficult, during the first twelve hours, to 
differentiate the oliguria of dehydration from that of 
transfusion nephrosis, and Mr. Evans admits that if you 
make a mistake it will kill the patient : since 14 patients 
of 15 recovered without sodium sulphate, we need more 
convincing evidence of its benetits. For the same reason, 
I deprecate exchange transfusion, because most patients 
will recover quite quickly without it. 

Central Middlesex Hospital, 


London, N.W.10. GEORGE DISCOMBE. 


5. Wiener, A. 3. 


J. Amer. med, Ass. 1954, 156, 1301. 
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SERUM TESTS FOR SYPHILIS 


Sir,—In your leader of Dec. 4 the incidence of non- 
specific reactions in the blood-transfusion service is given 
as 0-04%, of sera tested. This gratifyingly low figure is 
surely due to the fact that donors are drawn from healthy 
young adults, a group in which such reactions would be 
expected to be rare. The incidence may well be different 
in general hospital laboratories testing sera from patients 
with a diversity of clinical conditions. 

Antenatal sera form a group which may be compared 
with blood-donors since both represent healthy indi- 
viduals. In recent years at the Whitechapel Clinic 
Laboratory the proportion of antenatal sera giving 
positive serological (s.1.s.) reactions has fluctuated round 
0-6% but not enough of these have yet been investigated 
with the treponemal immobilisation (T.P.1.) test to allow 
more than very tentative conclusions to be drawn as to 
the incidence of non-specific reactions in pregnancy. I 
have carried out T.P.1. tests on 200 antenatal sera sent 
to the Venereal Reference Laboratory as 
‘‘ problem’ sera because they had given positive or 
doubtful s.7.s. reactions in other laboratories. 174 of 
these were found to be positive with one or more of the 
four s.T.s. used in our laboratory ; and of these, 60, or 
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34%, were T.P.1.-negative, suggesting that the s.rT.s. 
reactions were non-specific. Although these sera form a 
highly selected group, the results suggest that the 


proportion of positive 8.7.8. reactions in pregnancy which 
are non-specific may not be negligible, and, in view of the 
wide extent of antenatal testing, in the aggregate they 
may present a problem of some magnitude. It seems 
very desirable that the 1T.p.1. test should be tmhore widely 
used to investigate this type of sera ; but, for this to be 
possible, it will have to be established in more laboratories 
than the two already performing it. 

It should also be stressed that the strength of the s.7.s. 
reactions is no criterion of their specificity, as judged by 
the v.p.1. test. Although sera giving strongly positive 
8.7.8. reactions are usually found to contain immobilising 
antibody, sufficient exceptions occur to make undue 
reliance on the 8.7.8. titre unwise. 

Venereal Diseases Reference Laboratory, 

Eastern Hospital, London, E.9. 
CORNEAL GRAFTING ACT 

Simr,—The increasing numbers of inquiries which are 
received from doctors, solicitors, and the general public 
indicate that the provisions of the Corneal Grafting Act 
(1952) need further elucidation, especially with reference 
to the bequest of donor eyes. Briefly, the Act enables a 
person to make a verbal or written bequest of his or her 
eyes for therapeutic purposes but the bequest can be 
nullified by the objection of surviving spouse or nearest 
relative. 

The collection of donor eyes is the responsibility of 
those who require them, subject to the provisions of the 
Act, and collection entails a certain amount of organisa- 
tion and effort: in practice, death is usually notified to 
the hospital by the doctor in attendance or by a relation. 
The duty team then proceeds to collect the material, 
taking sterilised enucleation equipment which is always 
maintained in readiness ; eyes have to be removed within 

10 hours of death to be suitable for optical grafts. In our 
experience these melancholy occasions are invariably 
treated with a sense of dignity and respect by the 
bereaved relatives, who derive consolation from the 
fact that the last wishes of the deceased are carried out. 
The only occasion on which umbrage has occurred was 
when it was not possible to comply with a bequest 
because notification of death did not reach the surgeon 
in time and the relatives felt that they had not kept 
faith. 

For administration purposes, and to arrange the orderly 
admission of patients for corneal grafting to hospital, the 


A. E. WILKINSON. 








al 
ps 
m 
uy 


gl. 


sti 
be 
pr 
su 








18 
ly 





THE LANCET] 


preservation of donor eyes has become an essential part 
of this method of treatment. At the present time the 
most suitable method of preservation beyond a few hours 
is to bank the eyes in sterile antibiotic/liquid-paraffin 
solutions at 4°C in a refrigerator: such material is 
suitable for subsequent grafting up to 14 days after 
removal, provided it is sterile. 

The sterility of cadaver donor eyes has become a matter 
of great importance as it has been found that about one- 
third of such eyes have initial contamination by patho- 
genic organisms and have to be discarded. This wastage 
can be checked by antibiotic preventive measures at the 
time of excision or before preservation. The eyes or 
corneas are well irrigated with penicillin solution before 
removal and are immersed in penicillin-streptomycin 
solution before being placed in the eye bank. Control 
cultures are taken at various stages of preparation and 
preservation : a positive culture excludes the use of the 
eye for donor material. 

In the Corneo-Plastic Unit, Queen Victoria Hospital, 
East Grinstead, the supply of donor eyes has been more 
than doubled since the Corneal Grafting Act became law, 
but it is still far from adequate for all purposes. The 
indications of corneal-graft surgery continue to expand 
and the selection of material and cases becomes more 
and more critical. As a result of these measures and the 
use of improved material the standards of visual success 
are steadily rising and about three-quarters of those 
patients on whom a corneal-graft operation is performed 
may expect improvement of vision in varying degrees 
up to normality. A recent valuable adjunct to the final 
success of corneal-graft surgery is the use of the contact 
glass. 

It is hoped that this summary may help to answer 
some of the many inquiries which are received and it is 
stressed that the collection of this valuable material has 
been much facilitated by the codperation of the general 
practitioner, house-surgeon, relations, and ophthalmic 
surgeon. 

London, W.1. B. W. Rycrort. 


CHEMOTHERAPY OF LEPROSY 


Sir,—Dr. Lowe is to be congratulated on the good 
results he has obtained with sulphones in treating leprosy 
in Eastern Nigeria (Nov. 20), but experience in treating 
the disease in England prompts me to sound a less happy 
note. 

Patients of various nationalities are receiving treatment for 
lepromatous leprosy at the Jordan Hospital, Earlswood, 
Surrey ; they are principally Europeans and Anglo-Indians, 
and results with sulphone are, unfortunately, far from satis- 
factory. Although clinical improvement occurs first (thus 
encouraging the patients to persevere with treatment), bacterio- 
logical improvement lags sadly behind. Furthermore, nearly 
every one of these lepromatous patients receiving sulphones 
has had repeated reactions characterised by fever, erythema 
nodosum, neuritis, arthralgia, and mental depression. The 
successful management of such cases calls for considerable 
clinical experience. 


I feel sure that. Dr. Lowe would be the last to say that, 
thanks to sulphones, all is well in the therapy of leprosy ; 
yet the average reader of his paper may have gained the 
impression that the disease has finally been mastered. 
In trying to find an explanation for Dr. Lowe’s encourag- 
ing results, one must take into consideration the fact 
that the leprosy situation in Eastern Nigeria is particu- 
larly favourable, for the disease has largely been brought 
under control by the system of ‘‘ clan segregation ’’ which 
was instituted some twenty or more years ago. This has 
caused the lepromatous rate to fall considerably, leaving 
proportionately fewer advanced lepromatous cases. 

This letter is written, not to belittle the excellent work 
in Eastern Nigeria, but to dispel any attitude of com- 
placency which Dr. Lowe’s paper may have engendered, 
and to warn readers that his results apply to Africans in 
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a particularly well-favoured part of Africa and are 
exceptional. We have a long way to go in the treatment 
of leprosy, and the need for more research into newer 
and better methods of treatment is vital and urgent. 


Hospital for Tropic r. Diseases, r 
London, N.W W. H. Jopuine. 


Seiciaidansine’ EMBOLISM 
Str,—Your leading article of Jan. 1 is timely in 
drawing attention to a much neglected cause of pro- 


longation of invalidism and of a steady mortality among 
the middle-aged and elderly. 


Thrombosis of the deep veins of the leg in elderly patients 
is commoner that many of us imagine. If post-mortem figures 
are to be relied on, Hunter et al.' have shown that thrombosis 
of the deep veins is present in 52-7% of middle-aged and 
elderly patients confined to bed. They also found that these 
thromboses are relatively silent until the unheralded catas- 
trophe of a massive pulmonary embolus. In a series of post- 
mortems performed by myself in the past few years massive 
pulmonary embolism was the immediate cause of 20 (4:4%) 
deaths out of 448. In 18 of these cases the catastrophe foliowed 
on operation or accident. 

It seems that present-day preventive measures have failed ; 
Israel? affirms that “ great attention has been given to 
prevention of venous thrombosis by employment of early 
ambulation, prophylactic femoral vein ligation and the use 
of anticoagulants. It is disappointing that studies indicate 
no reduction in frequency in thrombo-embolism has been 
achieved.’? 

There is some evidence, both clinical and Jaboratory, 
that too much fat in the diet predisposes to clotting. Fullerton 
et al.* have shown that after a large fatty meal the pro- 
thrombin and clotting times are greatly reduced compared 
with the fasting times. Other workers ‘* have shown that 
a lipoid factor is essential for normal clotting, but its precise 
character has not been determined. 

From the clinical aspect Dedichen et al. have shown 
that in Norway the incidence of thrombo-embolic phenomena 
after operations liable to cause such complications fell very 
markedly during the German occupation. They believe this 
was due to the reduced diet, especially of fat; the calorie 
intake fell from 3470 to 2849 per day and the fat intake from 
159 to 71g. per day. In Denmark, during the same period, 
rationing was not severe; and the incidence of thrombo-embolic 
phenomena continued as before. 

In view of the failure of present-day preventive 
methods, it might de worth arranging a large inquiry 
to show whether a light low-fat diet in the days after 
operation or trauma might not reduce the death-rate 
and invalidism from pulmonary embolism. 

Ww wetiges eee, R. Am. 

REPAIR OF FEMORAL HERNIA 

Srr,—In his letter of Dec. 18 Mr. Sandell makes a 
useful suggestion for the reduction of the sac in femoral 
hernia, but I notice that he advocates the Lotheissen 
operation. Surely the method of McEvedy is to be 
preferred ? And better than either, in my opinion, is 
the approach through a lower paramedian incision, with- 
out opening the peritoneal cavity. I have used this 
approach routinely since 1948, and find it extremely 
satisfactory ; but I have met few registrars or house- 
surgeons who have seen it used. 

The rectus muscle is retracted to the appropriate side, 
and with gauze—or better still with the fingers—the fascia in 
the hypogastrium and iliac fossa is gently swept backwards. 
The upper surface of Gimbernat’s ligament can then be seen, 
together with the disposition of the obturator vessels and the 
bladder. Further gauze dissection exposes the hernia, and 
one can usually predict the contents of the sac from its 
appearance, and from the history. With gentle pressure 
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below Poupart’s ligament, and very gentle traction on the 
sac with gauze, judicious blunt dissection delivers the sac 
without cutting. Thé most adherent part seems often to be 
in front, and there may be delay in freeing the sac from the 
deep aspect of Poupart’s ligament—which is, however, clearly 
visible. 

The peritoneal cavity can, of course, be opened if, for any 
reason, that seems the safer method. 

[ consider it unnecessary to close the upper end of the 
femoral canal, but this can be done easily by stitching 
Poupart’s to Cooper's ligament. As a ruie there is remarkably 
little bleeding, and I have never seen a hematoma form in the 
thigh. 

Familiarity with the space through which the opera- 
tion is done is valuable, for it is the best approach to 
the prostate, a large portion of the bladder, the lower 
ends of both ureters, the obturator nerves, the proximal 
ends of the inguinal and femoral canals, the spermatic 
cords, and the external iliac vessels and lymph-nodes. 
The appendix and the female genitalia are also accessible 
if the peritoneal opening, made when the inguinal or 
femoral sac is cut off, is slightly enlarged ; and it may 
be wiser to remove the appendix if there is anything 
odd about the pain ascribed to a right-sided hernia. 


Harrogate. T. VipertT PEARCE. 


SYME’S AMPUTATION 


Srr,—It would indeed be unfortunate if, following 
Mr. Shelswell’s article of Dee. 25, the profession were 
induced to try again Syme’s amputation, which was 
relegated to the surgical scrap-heap thirty years ago, and 
if the lessons, so slowly and painfully acquired during 
and after the 1914-18 war, had to be learnt once again. 
Soon after that war, the surgeons at Queen Mary’s 
Hospital, Roehampton, of whom I was one, undertook 
a long and thorough review of Syme’s amputation, in all 
its aspects. I would emphasise that this review was done 
with absolute impartiality and we had no brief from 
either the detractors or the sponsors of the amputation, 
though the latter were far the more vocal. Our findings 
were very definitely against the amputation, and in 
consequence it was accepted by surgeons, in this country, 
as obsolete. Our reasons for condemning Syme’s amputa- 
tion were : 

(1) Less than 40% of the original Syme’s amputations 
under review had been capable of taking full end-bearing. 
Most of the cases unable to take full end-bearing had had 
reamputation through the middle third of the leg and the 
vast majority of these reamputees had expressed the opinion 
that their efficiency had been increased, in greater or lesser 
degree. 

(2) Secondary operations on the stumps of Syme’s amputees 
—o.g., excision of scars, neuromata, &c.—were almost 
invariably ‘‘ failures.” 

(3) The amputation was quite unsuitable, for ssthetic 
reasons, in women. For the same reason, though to a much 
lesser degree, it was undesirable in men. 

(4) The prosthesis for a Syme’s amputation necessitated 
a leather socket which is not as comfortable as willow or 
duralumin. Further, the leather socket has other disadvantages 
—e.g., smell, prevention of evaporation of sweat, &c. 

(5) The “* wear and tear” of a Syme’s prosthesis was much 
greater than of the ordinary below-knee leg. 

(6) The gait of the Syme amputee, with his prosthesis, 
was ungainly as compared with the below-knee amputee. 

(7) The functional efficiency of the below-knee amputee, 
with a good stump, was slightly better than that of the 
satisfactory Syme amputee. 

Perhaps our greatest difficulty in persuading the 
sponsors of Syme’s amputation of its unsuitability was to 
convince them that, although the stump which they had 
fashioned so admirably might appear so wonderful to 
them, this was really no criterion at all 

If the matter is pursued, no doubt we will again have 
the old arguments adduced: that the limb-maker 
should make his prosthesis for the stump, not the 
surgeon the stump for the prosthesis ; that many of the 
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original Syme’s amputations were faulty because of bad 
technique, or that they were done with improper indica- 
tions (e.g., frostbite); that the stump which can take 
full end-bearing must be the ideal stump; that the 
Syme’s prosthesis is cheaper than the below-knee pros- 
thesis; and so on. All these arguments were carefully 
considered by us at the time, but we were in no doubt 
about our final judgment against the Syme. 

The fallacy of Mr. Shelswell’s investigations is that 
he has taken the residual ‘‘ less than 40% ” satisfactory 
Syme’s amputees and has proved that 66% of these are 
satisfactory. This means that about 26% of the original 
Syme’s amputations continue to be satisfactory—hardly 
a reason for resuscitating a discredited operation. 

Croydon. G. C. WELLISH. 


TRANSHEPATIC CHOLANGIOGRAPHY 
Srr,—The Association of Surgeons at its meeting in 
Glasgow next April is to discuss diagnostic procedures 
in obstructive jaundice. I have been asked to collect 
information about preoperative transhepatic cholangio- 
graphy—a procedure not often carried out—and I should 
be grateful if any of your readers who have had experi- 
ence of it would let me have a brief account of their 

results, including particularly any complications. 


121, Harley Street, 


London, W.1. Davip H. Patey. 


MERIT AWARDS 

Sir,—The M.p.B. circular no. 19, concerning the 
proportion of distinction awards payable to clinical 
teachers and research-workers holding honorary appoint- 
ments, to which you referred briefly on Dec. 25 (p. 1335), 
must restrict the scope of research that is to be under- 
taken by such men. The fraction of the award now to be 
paid is to be based upon the number of hours spent in 
strictly clinical work, and time spent upon research is 
to receive financial reward only if it is ‘ specifically 
related to the diagnosis and treatment of individual 
patients ’’ (my italics of an important word which you 
omitted in your report). This restriction on the payment 
of distinction awards gives whole-time clinical research- 
workers a financial incentive to neglect the development 
of new diagnostic or therapeutic measures which must 
first be studied at the laboratory bench or upon animals. 
They will only be paid the whole of any award to which 
they are entitled if they either restrict their work to 
well-established procedures or if they try out the new 
operation, the new drug, the new catheter, and so on 
directly upon patients even though preliminary labora- 
tory study is necessary! Nor can these researchers 
consider any extension of their interests into preventive 
medicine without financial loss. The man, for instance, 
who tries out well-known palliative treatment upon the 
victims of smog will get his award in full, but not the 
man who decides to investigate the effects of various 
atmospheric pollutants on the respiratory tract in order 
to guide preventive measures, or even to develop an 
efficient respirator to protect individuals before they 
become patients. 

Distinction awards were, of course, originally intro- 
duced as a recompense for the loss of income from private 
practice which consultants in the N.H.S. were expected 
to suffer, so that it is logical to allocate them in relation 
to time spent in clinical work; but this is dangerous 
logic, and the decision to make whole-time academic 
clinicians fully eligible for the awards was a progressive 
step towards the recognition that those who cultivate the 
tree of clinical science deserve at least as great a reward 
as those who garner its fruits. The new regulation is a 
retrograde step, and if it is strictly applied it must have a 
harmful influence upon the development of clinical 
research in this country. 


Richmond Green, 


Surrey. C. M. FLETCHER. 
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CURRENCY FOR TREATMENT ABROAD 

Sir,—Since the war, it has been necessary to restrict 
the use of British currency abroad, and seven years ago, 
the Exchange Control Medical Advisory Committee was 
set up to deal with applications by patients advised to 
seek medical treatment overseas. No-one, in the Govern- 
ment or otherwise, liked the idea of restricting facilities 
used for health, and the responsibility of allocating 
foreign exchange on medical grounds was entrusted to a 
medical committee, with the duty to safeguard the 
interests of the patients, as well as conserve, so far as 
possible, our limited foreign exchange. 

It is the Government’s policy to simplify exchange 
control procedure, and in future the patient’s bank will 
be authorised to grant foreign currency solely on the 
strength of a doctor’s recommendation that it is required 
‘‘on medical grounds.’” Banks will provide a printed 
form, but the doctor may write his own certificate, 
provided similar wording is used. 

When currency is required for the United States of 
America or Canada, the patient’s doctor will be asked to 
certify that the dollars are required ‘‘ for medical or 
surgical treatment ’’ which cannot be obtained elsewhere. 

The Exchange Control Medical Advisory Committee 
would like to take this opportunity of thanking their 
medical colleagues all over the country for their patience 
and forbearance. The doctor has generally had the 
delicate responsibility of deciding whether he ought to 
support a patient’s desire to go overseas, or whether 
treatment at home would be equally satisfactory. 
Judging applications has not been easy, but the committee 
is happy to think that, even in the most stringent 
financial period, over 75% of applications were granted, 
and during most of the committee’s existence more than 
85%. Few if any sick people in genuine need of treatment 
which could not be obtained in this country or the 
sterling area, have been unable to obtain it. 

Exchange Control Medical 

ge cen Ey gy HarLey WILLIAMS 
London, W.C.1. Secretary. 


VENEREOLOGY AND DERMATOLOGY 


Srr,—Mr. King and Dr. Russell (Jan. 1) consider the 
recent advertisement of a combined post in venereology 
and dermatology to be a retrograde step. I would like 
to comment because I worked in that East Kent area 
from 1938 to 1946 and also because I happen to be one 
of the few consultants permitted to practise both 
specialties since the National Health Service began. 

The incidence of venereal disease in East Kent would 
be insufficient to hold the interest of a venereologist, 
unless he were also attached to a larger centre, and, 
from my own experience, that entails a great deal of 
travelling and waste of time. Furthermore, clinical 
material and facilities for research—the life blood of 
an ambitious specialist—are not always available in a 
semi-rural area, but many good clinicians do not aspire 
to this. 

In principle I am in favour of the separation of these 
specialties, although in many parts of the world they are 
still combined. We should, however, guard against too 
much specialisation : there is still room for the general 
surgeon and consultant physician as distinct from the 
specialist ; there are difficult cases where the broader 
view is sometimes of value. A special knowledge of 
dermatology is often useful to the venereologist’ and 
vice versa: secondary syphilis has been diagnosed as 
sulphonamide rash by a dermatologist, and psoriasis 
has been unrecognised by a venereologist. 

Many consultants have a competent knowledge of both 
specialties. My senior registrar in venereology, holding a joint 
appointment with another hospital (I understand he is not 
an applicant for the post in question), has, as a result of the 
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suggestion of a “ pure ’’ dermatologist at the selection com- 
mittee, also worked regularly for three years in the skin 
departments of both hospitals. 

However good the separation of these subjects is in 
principle, there are exceptions to every rule, and the 
conditions in East Kent are, in my opinion, an example 
of one such instance. It is surely better to offer the 
right man adequate employment so that both specialties 
are adequately covered, than to appoint two men who 
might stagnate and find outside interests. Some specialists 
give much time to committee work or polities: I fail to 
see why utilising this spare time in another medical 
interest is a retrograde step. 

London W.1. Davip ERSKINE. 


MEDICINE IN THE SOVIET UNION 


Sir,—Dr. Fox’s broadcast not only raised points of 
interest with regard to upbringing and its results in the 
U.S.S.R., but also invites comparison between ‘‘ planned ”’ 
methods of training of children and our own “‘laissez-faire.”’ 
It may be profitable to consider further the three types 
of community to which Dr. Soddy refers in his letter 
of Dec. 25. 

Neurosis, in all its manifestations, has a double 
origin. It arises first from unresolved dissatisfaction in 
the early parent-child relationship ; but its second cause, 
equally important, is the strain put on the individual by 
the outside world which makes demands different from 
his expectations. Fear and.dissatisfaction then work 
on his inner structure and produce the symptoms. 

In the wholly planned community the first emotional 
relationship is likely to be different from ours only in so 
far as the parents may have more economic security ; 
though perhaps, if the individual fits the ideal picture 
prevalent in that culture, he will have special reason to 
feel confident. Any deficiencies in this early relation- 
ship, however, may never become manifest, because of 
the continuity in the framework within which the 
individual lives. From the earliest age conformity is 
demanded and security given in return. The love 
instincts may or may not be satisfied, but the child’s 
hate is distributed on to ‘‘ others’? whom he may indeed 
be required to hate. Provided he is no rebel—and 
the large majority 6f humans are conformists—he need 
not come into conflict with an outside world which 
differs from his expectations ; and he is thereby saved 
from neurosis. 

In the type of community the U.S.A. represents, the 
child is reared at first in an intensely individual atmo- 
sphere. This is followed (as Dr. Soddy points out) by an 
equally intense training in group relationship and 
loyalties. Finally he enters a fiercely competitive worka- 
day world whieh brings him into conflict both with 
his early ethical teaching and with his group identifi- 
cations. This conflict is the crux of the tension and 
anxiety which is produced. 

In our type of morality, the bonds are intense at first, 
but the group does not wholly replace family influence, 
nor is the adult world based entirely on competitive 
** success ’’ values. Nevertheless the individual has 
almost always had an “ imperfect ’’ relationship in the 
home, and the very looseness of the bonds, and the 
variety of choices and expectations are also likely to 
induce conflict. There is a crisis aspect of childbirth— 
partly economic—whicn evokes anxiety in many homes. 
This is transmitted to the child, as well as the uncer- 
tainties caused by the absence of a stable broad synthesis. 
Very few people are able to achieve such a synthesis by 
the time they are physically fit and able to have children. 

During the last 50-70 years our larger ethical frame- 
work has collapsed and its collapse has deprived us of 
pegs on which to hang our standards. It has also led toa 
piecemeal revision of our methods of upbringing and 
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education which has put a very great strain on the 
individual. Though we have advanced beyond the stage 
where a ready-made pattern, of supposedly universal 
validity, would satisfy us, we are far from giving the 
individual the strength he needs to enable him to get 
satisfaction from his world ; nor have we tried to remove 
inconsistencies from his thorny path, or prepared him 
from his childhood onwards to meet the world’s expecta- 
tions to the best of his ability. To my mind, this is the 
explanation of our higher breakdown-rate, which is 
therefore to some extent preventable. As a nation we 
are, in the eyes of the outside world, rather more 
secure than we have been for some time past, and it 
is now up to us to fit the individual better for his 
task. In particular, we must enable him to grow up 
better equipped emotionally and to have continuity in 
the demands made on him. 


London, 8.W.15. Hepy SYMONDS. 


Roehampton, 
BED-WEIGHING MACHINE 

Srr,—In work on changes in metabolism of water and 
electrolytes after injury we were concerned with obtaining 
accurate daily weights of patients, most of whom were 
bedridden and some of whom were being treated with 
Sinclair traction apparatus. There was at that time no 
suitable bed-weighing machine in this country, though a 
Swedish model had been described! ; so, while awaiting 
completion of the Avery (33N) machine described by 
Darmady,* we experimented with a modification of a 
personal weighing-machine. 

A steel trough was attached to the platform to accom- 
modate the two castors of one end of a hospital bed so 
that each end of the bed could be weighed separately ; 
the end not being weighed was raised with wooden blocks 
to the level of the platform. The accuracy of this method 

—and later that of the bed-weighing machine (type 
33N)—-was tested by repeated weighing of beds with 
and without occupants. When satisfactory techniques 
had been established, different patients and beds, with 
and without Sinclair traction apparatus, were weighed. 
With both methods of weighing, the beds were lowered 
to the ground after each observation ; in this way each 
bed was weighed ten times. The accompanying table 
summarises the results and gives the standard deviations 
calculated from the serial weighings. 

The improvised method was fonnd to be insufficiently 
accurate for following daily changes in the balance of 


| Mean of ten weighings (kg.)| Standard error (g.) 

















Method Mean . Single Mean 
| total | = | | only | observa-| of ten 
| weight ; cay ony | tion | weighings 

Improvised bed- (144-790 | 90-430 | 54-360 + 2896 + 916-4 
weighing machine | 151-750 | 90-540 | 61-210 | + 3280 | +1038-5 
1146-400 | 90-355 | 56-045 | + 3260 | 1031-9 

|} 206-680 | 140-030 | 66-650 | + 2599| + 822-1 

90-375 90- 375 o% i + ia1e + 511-4 

| §1-720 | 81-720 | + 1961 | + 620-6 

| 75-676 | 75-676 | + 1835 | + 580-8 

68-760 | 68-760 | | + 1629| + 515-6 

New bed- 192: 266 | 123-486 | 68-780 23-1] 47:3 
weighing machine | 126-544 65-284 61-260 | + 27:2 | +86 
(type 33N) 1191-076 | 121-026 | 70-050 | + 27:8 +88 
227-680 | 122-260 | 65-420 | + 16-8 + 53 

1146-142 | 78-805 | 67-337 | +278 | £88 

78-805 | 78-805 | ee | + 22°38 + 7:2 

82-644 | 82-644 + 16:8 + 53 

| 72-544 | 72-544 | +168] 45°3 





water, but the bed-weighing machine proved entirely 
satisfactory for this purpose. It will be seen from the 
table that with the bed-weighing machine the error is 
virtually independent of the absolute weight being 
measured, and that changes of more than about 50 g. 
based on single readings have less than a 5% chance of 





1, Alwall, N. 
2. Darmady, 


Acta med, scand, 1952, 143, 158. 
E.M. Lancet, 1954, ii, 689. 
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being due to error in weighing. Greater accuracy may 
be obtained if on each occasion the mean of several 
weighings is taken. 

Birmingham Accident Hospital. C. T. G. FLEAR. 


RENAL CHANGES IN ECLAMPSIA 

Sir,—As a survey, your annotation of Dec. 25 is 
disappointing because it fails (a) to take account of 
the researches of Oliver? and Sheehan *; (b) to recognise 
that the release of thromboplastin cannot be an essential 
etiological factor in eclampsia; (c) to relate Govan’s 
findings to similar findings in cases of hypertension ; 
(d) to weigh the evidence which denies the adreno- 
corticoids a primary etiological importance ; and (e) to 
appreciate the rationale of modern therapeutic measures. 


In Oliver's original investigation on the kidneys provided 
by Shaw Dunn * from cases of obstetric anuria (including 
eclampsia), considerable necrosis of the renal cortex, with 
survival of the juxtamedullary area, was apparent. When the 
nephron dissection was undertaken, the damage appeared to 
be due to an altered vascular state rather than to a toxin. 
Sheehan's extensive series of anuric (including post-eclamptic) 
kidneys showed lesions which could only have been due to 
spasm of the intralobular arteries. Thus both these authors 
attribute the renal condition to ischemia. 

McManus * says that in acute hypertension the kidney 
arteries of interlobar size “‘ show a marked thickening of the 
intima in a concentric laminated fashion.’’ The glomerulus 
shows proliferation of epithelium and endothelium, with the 
proliferated epithelial cells of the visceral layer becoming 
filled with large colloid droplets, and the tubules are dilated 
and lined by enlarged cells full of colloid droplets. Govan 
notes that in eclampsia the afferent glomerular artery shows 
eccentric subendothelial deposits; there is increased cellu- 
larity of the glomerular tufts with formation of droplets in the 
mtercapillary space; and the proximal convoluted tubules 
show cloudy swelling and contain albuminoid débris. Allow- 
ing for differences in interpretation, both these authors seem 
to be describit.: much the same condition. If in McManus’s 
cases this was known to be the result of a raised blood-pressure, 
why should it be attributed to a different cause in Govan’s ? 

There is no evidence that in the 12 pregnant women in 
Govan’s series who were free from eclampsia, hypertension, 
or renal disease the renal vessels had not during pregnancy 
been subjected to hypertensive factors which had raised the 
pressure above its pre-pregnancy level. 

As adrenocorticoids have not been demonstrated to increase 
in amount pari passu with the increase in toxs#mia—-indeed 
they actually decrease as pre-eclampsia mounts *—it is 
unhkely that they are primarily responsible for the toxzmic 
manifestations. Moreover the potassium loss produced by 
adrenocorticoids, accompanying sodium retention, is absent 
in pregnancy toxzemia.* To induce hypertension the adreno- 
corticoids require a great excess of sodium, and dietary 
prophylactic restriction of salt should—at least in theory— 
deprive them of such an effect. No hormonal hypothesis 
could explain why the primigravid are peculiarly prone to 
eclampsia. The toxemia-like effects which you mention as 
having been produced in rats by injection of posterior-pituitary 
extract could well be due to renal ischemia, which has been 
shown to occur by Trueta et al.?; for, in rats primed’ with 
deoxycortone and sodium chloride,® similar effects result from 
injection of renin—a substance proved to provoke cortical 
ischemia.’ Byrom '!® also has produced an eclampsia-like 
state in rats by inducing renal ischemia with the Goldblatt 





clamp. 

It is renal ischemia that the experimental, clinical, and 
pathological evidence incriminates, and the therapeutic 
1. Oliver J, Macdowell, M., Tracy, A. J. clin. Invest. 1951, 


30, 1305. 
. Sheehan, H. L., Moore, H. C. Renal Cortical Necrosis and the 
Kidney of Concealed Accidental Hemorrhage. Oxford, 1952. 
3. Shaw Dunn. J., Montgomery, G. L. J. Path. Bact. 1941, 52, 1. 


a4 


3 

4. McManus, J. F. A. Medical Diseases of the Kidney. London, 
1950. 

5. Venning, E. H., Singer, B., Simpson, G. A. Amer. J. Obstet. 
Gynec. 1954, 67, 542. 

6. See Lancet, 1953, ii, 121. 

7. Trueta, J., Barclay, A. E., Franklin, K. J., Daniel, P. M., 
Prichard, M. M. L. Studies of the Renal Circulation. Oxford, 


1947. 
8. Daniel, P. » Tzthere, M. M. L., Ward McQuaid, J. N. J. 


Physiol. ioea 124, 10 
9. Gaunt, R., Renzi, = oe See 1954, 6, 1. 
, 201. 


10. Byrom, F. B. Lancet, 1954, 
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evidence points in the same direction. The success obtained 
with hypotensive drugs can be explained by their increasing 
renal blood-flow. Likewise, dramatic improvement in 
eclampsia occurs when conduction anesthesia reaches the 
level of the lesser splanchnic nerve,'! thereby reducing the 
nervous impulses responsible for renal ischemia. 


In your leader on anuria (Dec. 11) you have equally 
overlooked the ztiological significance of the spasm of 
the renal cortical vessels, although you have indicated its 
presence in the four clinical types described. This 
circulatory change in anuria has been combated very 
successfully by the Dublin school of obstetricians, in 
a way which incidentally elucidates the pathological 
changes responsible for anuria. Over the past two years 
Dr. Feeney ** and Dr. Barry * have demonstrated the 
value of splanchnic block in incipient and early estab- 
lished anuria complicating concealed accidental hemor- 
rhage (which you recognise as the most formidable com- 
bination of circumstances). They have also lent support 
to my thesis by recording improvement following rupture 
of the membranes in that condition. 

It will soon, I believe, be clearly evident that eclampsia, 
and the anuria it produces, are the result of a renal 
cortical ischemia provoked by the resistance of the 
myometrium to stretch. 


London, W.1. JOHN SOPHIAN. 


MENTAL CHANGES AND ORGANIC DISEASE 


Sir,—I have read with interest your annotation of 
Nov. 13 on this subject. 

I would point out that we did not say that the 
psychiatric diagnosis was abandoned after localised 
abnormalities had been found in electro-encephalograms. 
Rather we wished to emphasise the presence of an 
organic lesion in addition to the psychiatric difficulty. 
We were, and continue to be, concerned about the 
numbers of patients who do have organic disorders of 
the central nervous system and in whom the presenting 
symptoms are primarily psychiatric, 

I am unable to understand the last phrase of your 
comment: ‘* but its routine use as recommended by 
Waggoner and Bagchi is likely to give rise to other 
diagnostic mistakes.’’ Certainly this is not a valid 
comment if the electro-encephalogram and clinical studies 
are properly evaluated. 

Neuropsychiatric Institute, 

University Hospital, 
Ann Arbor, 
Michigan, U.S.A. 

*,* It was the likelihood that routine use of electro- 
encephalography in mental hospitals might not always 
be accompanied by adequate evaluation of clinical and 
electro-cneephalographic studies that gave rise to our 
comment.—Eb. L. 


RAYMOND W. WAGGONER. 


REACTIONS TO IODISED OIL 

Sir,—For thirty years, almost every week, I have 
been doing hysterosalpingograms, probably well over 
4000. In 90% of these, iodised oil has been used, in 
10% water-soluble dyes. In my own mind I have no 
doubt that the advantages obtained in the 90% from 
the point of view of diagnosis and therapeusis, have 
far outweighed the very small risk of experimental 
granulomata referred to by Mr. de Boer in your issue of 
Dec. 25—a condition which I am prepared to admit 
might occur if the tube be obstructed at the fimbria 
or ampulla. But should a tube be found so pathologically 
altered using either solution, I would remind him that 
the chances of surgical success or natural recuperation 
are certainly under 15%. Moreover, he will readily 
recall that it is the very commonest of surgical findings 
to see the convolutions of a small tortuous hydrosalpinx 





l\. Hingson, R. A. 


Curr. Res. Anesth. 1947, 26, 238. 
l2.. Feeney, K. J 36. 


J. Irish med. Ass. 1953, 32, 3 


ij. Barry, A. P., Geoghegan, F. Irish J. med. Sci. May, 1954, p. 189. 


closely adherent and kinked—properties, of minor 
obstruction, by no means solely confined to the oviduct 
of Fallopius. 


Those who run fertility clinics are generally agreed that 
after an intimate history has been taken, a Rubins co, 
test is the first line of investigation. Only, should this be 
doubtful or negative, is recourse had to an oil test, for if 
there is no clinical question, or palpable doubt, that the case 
is one of primary sterility, or for that matter a clean case 
of secondary sterility, then I am confident that iodised oil 
used gently and meagrely, under the keen screen control of a 
radiologist, is best. Moreover, in such a case I believe it is 
just because of the nascent iodine that such a technique 
is so often of great therapeutic value, for it is quite phenomenal 
to see and hear of the number of patients who have conceived 
immediately after the use of iodised oil. If, however, there is a 
history (not so very common these days) of tubal infection 
or febrile salpingitis, there is perhaps some reason for the use 
of water-soluble radio-opaque material, though even here 
the transient, fluffy, smog-like shadows, at the end of the 
tubes are often difficult to interpret. On many occasions 
when such cases have failed to conceive, or have undergone 
further investigation, it has been shown at laparotomy that 
the tube so happily diagnosed as patent because of an immedi- 
ate fog of material at its end, is in reality a tube and ovary 
surrounded by mosquito-curtain-like veils of peritoneum, 
absolutely inhibiting exit or entry of the ovum. 


At the Royal Society of Medicine I was speaking of 
cornual occlusion of the tube secondary either to criminal 
abortion, ‘induced abortion, or postpartum infection. 
Repeated CO, and oil tests demonstrate that in 95% 
of patients giving such clinical histories, where there 
is no palpable abnormality whatever, the blockage is 
never beyond the isthmus, but confined to the cornu 
and interstitial portion-of the tubes. 

In such cases there is no question whatever that a 
clean-cut iodised-oil picture is an essential prerequisite 
to surgical intervention, subsequent operation always 
demonstrating that the distal portion of the tube is 
abolutely healthy and therefore readily implantable. 
Such a picture can never be obtained by the usual hazy 
dyes, though the new material, ‘ Salpix,’ may prove 
to be the exception. 


London, W.1. V. B. GrREEN-ARMYTAGE. 


RECOGNITION OF TABLETS 


Srr,—Manufacturers might use a system of code 
numbers to help doctors to identify by sight those tablets 
they have previously prescribed. A simple system of 
duplicate records might, however, prove less unwieldy 
in the long run. It would be virtually impossible to carry 
any code beyond the range of the proprietary tablets. 
To consider the extreme case, hospitals now often 
compress ceftain tablets to meet their own needs ; 
specially made punches and dies would certainly not be 
forthcoming to codify such tablets. Moreover, an estab- 
lished drug (for example, phenytoin sodium) will often 
masquerade as a plain tablet, marked tablet, sugar-coated 
tablet, or capsule. In such circumstances, the only sure 
guide is chemical identification. 

The scheme of identification I have outlined * has been 
elaborated to meet the needs of a busy hospital, and has 
proved perfectly workable. It is quite true that ‘* time, 
care, and some apparatus ’’ are required for the tests— 
especially care. But, although the reagents are unstable, 
the components may be stored for a month or more 
without prejudice to the reactions. Fresh reagents are 
an important safeguard against false negatives, which 
would be very misleading. Compound tablets are not 
quite so baffling as you suggest in your annotation of 
Jan. 1. The main toxic ingredient can be detected 
almost invariably within the ten minutes allowed, and 
the rest of the tablet can then be investigated at greater 
leisure. As in any simplified scheme, there are notable 





1. Cooper, P. Pharm. J. 1954, 173, 481. 
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lacune ; for instance, there is no rapid test for the 
presence of the amphetamine series. Much work remains 
to be done on the lines suggested in my preliminary 
investigation. Meanwhile I would urge that casualty- 
officers suggest to their hospital pharmacist that a 
chemical identification service be available for any real 
or suspected poisoning emergency. Where a hospital 
has no pharmacist, the codperation of a local chemist 
might be enlisted. 

Pharmaceutical Department, 

Southmead Hospital, Bristol. 

Srr,— We were interested in your suggestion that 
manufacturers should consider stamping tablets with 
code numbers. It has long been our practice, and we 
believe also of some other companies in the industry, 
to emboss tablets with a distinetive mark. <A list of our 
tablet markings is available on request to any doctor 
who would like to have it. 

There is a feeling amongst some pharmacists that it 
would be better if tablets were more uniform in size, 
shape, and colour and if sugar-coated tablets, for instance, 
were all white. Whilst we believe this might have some 
advantages to the retail pharmacist, we think it would 
be less convenient to the medical practitioner. Apart 
from the urgent problem of identifying a possible cause 
of poisoning, there are many other occasions when it is 
useful for a doctor to look at a tablet and to be able to 
immediately identify it by a mark or other characteristic 
with which he is familiar. 


PETER COOPER. 


Bayer Products Ltd.. . 
Kingston-on-Thames, L. M. SPALTON 
Surrey. Director. 


AGAMMAGLOBULINAMIA 


Srr,—-I hesitate to prolong this discussion, but 
I feel I must correct one or two statements made 
by Dr. Bowley and Mr. Dunsford in their letter of 
Dec. 11. 


They state that no query would have arisen had I advised 
Dr. Grant and Dr. Wallace that I had used $a in the examina- 
tion of the group. Yet I did say that Dr. Grant and Dr. 
Wallace used-only part of my report: I had, of course, advised 
them of my investigation, but they had every right to make 
use of my report in part or in full, as they thought fit. They 
emphasised the pathological and clinical aspects of the case, 
because these were of more general interest than the sero- 
logical investigations. I assumed (as it turned out, wrongly) 
that my colleagues would realise that where blood-grouping 
is performed on many thousands of samples, it is usually done 
by people who know something of the subject. I am pleased 
that my findings are now acceptable. 

I was not in fact surprised when we found « missing. I 
suspected some serological abnormalities when Dr. Grant first 
presented the case at a local scientific meeting, and I therefore 
asked permission to perform the serological investigation. I 
am sure Dr. Bowley and Mr. Dunsford are very familiar with 
the extensive literature on the location of the $3 and « agglutin- 
ins in the plasma, so they will know that these two agglutinins 
are located in the gamma fraction.’ I am therefore certain 
that had they been presented with such a clear-cut case of 
agammaglobulinemia, they would not have been surprised 
at finding serological abnormalities. 

Concerning secretion of group-A substance, I did know 
of the paper by van Loghem? to which Dr. Bowley and 
Mr. Dunsford refer ; what I said was not that I could not find 
any paper which showed that people of these subgroups of A 
did not secrete group-A substance, but that ‘‘ I was not able 
to find any literature supporting their dogmatic statement.” 
The paper by Grove-Rasmussen et al.* (which they themselves 
quote) says that the saliva of the donor K7332 inhibited 
group-O serum when this was tested against his own cells, 
which surely means that the donor secreted in his saliva some- 
thing which, Dr. Bowley and Mr. Dunsford must admit, 
behaves very much like group-A substance. 





1. Payne, R., Deming, Q. B. J. Immunol. 1954, 73, 81. 
2. Vow Sang. 1954, 4, 69. 
3. Grove-Rasmussen, M., 

Path. 1952, 12, 1157. 


Soutter, L., Levine, P. Amer. J. clin. 
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In their last paragraph they say : ‘‘ A study of the literature 
will show there are marked differences between A, and Ag.”’ 
Undoubtedly the literature must be studied; but every 
scientist should read with discrimination. Uncritical accep- 
tance of everything published often creates confusion worse 
confounded. I think they will agree that we have had enough 
of confused terminology in hematoserology, and I would 
therefore refer them to some parts of the literature where these 
differences do not appear so very marked. For instance, 
Grove-Rasmussen et al.? say: ‘‘ Dunsford refers to a similar 
blood studied by Gamelgaard and Marcussen but applied the 
term A, for this type of blood. The term A», however, seems 
preferable because it is more descriptive of its peculiar 
behaviour with Group O serums. ..” Again, Race and Sanger 
in their latest edition of Blood Groups in Man say (p. 383) : 
““van Loghem and van der Hart . . . have found three ‘ A,’ 


(synonyms A, and A,) children . . .”’ (my italics). 


All this has really nothing to do with the excellent 
paper by Dr. Grant and Dr. Wallace, and I hope that 
Dr. Bowley and Mr. Dunsford will agree that this 
controversy should now end. 


Birmingham. W. WEINER. 


SHOE DESIGN AND TOE DEFORMATION 


Srr,—Professor Haines and Mr. McDougall (Dec. 25) give 
further proof of the bad design of the footwear of the 
adult and adolescent. They rightly state that ‘* Ideally all 
pressure on the toes should be avoided.”’ and it is signifi- 
cant that it is always this feature of design that is the 
first to be modified or abandoned. Satra Bulletin, 
reporting on the adoption of their ‘* ideally ’’ designed 
lasts for children, comments ! that ‘‘ several firms have 
adopted lasts modelled by us. Others have requested 
minor modifications, especially in toe shape.” 


Professor Haines and Mr. McDougall may be wrong when 
they say that “the modern male track-runners’ spiked shoe 
has to be somewhat pointed and very tight over the toes to 
give the grip required.”” It may indeed be designed in this 
way and these features may be essential to “ fit” that design 
of footwear; but, I submit, shoes for this purpose should 
accommodate the feet so that they function as naturally and 
as efficiently as possible. Observe the feet on the barefoot 
runner and you will find he seeks the maximum area of 
contact for his toes, thereby getting the best possible thrust. 
As I have suggested elsewhere,’ shoes designed on these lines 
by adding to the efficiency of the feet might well knock seconds 
off track records. 

Professor Haines and Mr. McDougall also state ‘“‘ the bad 
design of most shoes for adults . . . must necessarily deform 
however well-fitted.”” This statement will appear contra- 
dictory to many readers who believe, as I do, that you cannot 
* fit’ a badly designed shoe. The term “ fit,’’ however, has 
become so ambiguous and so widely used by the opponents 
of shoe reform that its use is dangerous and its meaning 
capable of gross diatortion, 


All foot surveys to date have carefully avoided any 
consideration of shoe design: all faults of design have 
been included in the classification “‘ a short fit ’’ or ‘ ill- 
fitting ’’—-which are both terms implying that there is 
no fault of design but faults of selection by purchaser 
or retailer. 

This of itself may not seem important but, as I have 
already shown,* such things affect Government policy, 
and a study of the latest report from the Ministry of 
Education * confirms this view. In support of its 
complacent attitude the Ministry quotes twice on one 
page references to reports stating there is no correlation 
between foot deformity and shoe fitting. There is no 
mention of shoe design nor of the fact that it is impossible 
to obtain factory-made shoes that will not deform a child 
of school-leaving age. No doubt many parents were 
delighted to hear the news given in the report that the 





1. Satra Bulletin, January, 1954, vol. 6. 

2. J. All Nations’ Sports Ass. 1953, 5, 5. 

3. Lancet, 1953, ti, 143. 

4. The Health of the School Child. H.M. Stationery Office, 1954. 
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ire health of the country’s children was everywhere satis- . 
0: factory ; but those ‘of us interested in children’s feet ee en ees Obituary . saat od 
td find no grounds for satisfaction, and we deplore the 
~ af present attitude of the Government. CHARLES JENNINGS MARSHALL 
gh At present no factory-made shoes are available for M.S., M.D. Lond., F.R.C.S. 
ild adults or adolescents that ‘‘ avoid all pressure on the Mr. Jennings Marshall, senior surgeon to Charing 
ese toes.’ The shoes available are not only producing much Cross Hospital, died at his home in London on Dec. 29 
ce, deformity but also preventing correction of existing at the age of 64. ; ; 
ilar deformities. Surely this is a matter requiring the urgent The son of C. W. Marshall, he was born in Cardiff, 
the attention of the Minister of Health. and was educated at Cardiff High School. From Charing 
ms Cross Hospital Medical School he graduated M.B. with 
liar London, 8.E.15. CHARLES A. PRATT. honours in 1912 and was awarded the gold medal of 
ger the University of London. After holding house-appoint- 
3) : Sir,—Having advocated a straight inner border to ments at Charing Cross he took his M.p. in 1914, and, 
A, protect the great toe from excessive deviation,” Professor While holding the post of surgical registrar, the F.R.0.8. 
Haines and Mr. McDougall add “but, unless other im 1915. The following year he gained the degree of 
ent | adjustments were made to resist it, the pressure on ™*. and again carried off a gold medal. 





” 


hat — the lateral toes would be unbearable. 
his § asked: 


It may be 


(1) Is not any deviation of the great toe excessive ? 
te (2) Why, if the shoe is designed to fit the foot, and pressure 
therefore taken on the heel and instep, should it be assumed 
that there is any pressure on the lateral toes—let alone an 
unbearable one ? 





the (3) Surely, in the sentence containing the words “ the bad 
the design of most shoes for adults,”’ all should be substituted for 
Fall BF inost? 

> London, W.8. G. G. SHERRIFF. 
the 


tin, PEPTIC ULCERATION IN SOUTHERN NIGERIA 
ned 
ave 
sted 


Srr,—The article by Mr. Konstam in your issue of 
Nov. 20 was of particular interest to me since I have 
operated on 16 cases of acquired pyloric stenosis in 
\fricans living in the south-east province of Sierra Leone 
yhen § in the past two years. All gave a long history of epigastric 
shoe § pain with symptoms of advancing pyloric stenosis and 
* to Bin the majority the stomach was huge—even in a boy 
this § of § who was the youngest in my series. All were treated 


sign rps ( 
coud by gastrojejunostomy except one on whom partial 
and | gastrectomy was performed. 


sfoot In their clinical features and the striking success of 
a of Bsimple operative measures my cases closely resemble the 
rust. § 20 described by Mr. Konstam. But my operative findings 
lines § differ significantly. In all my patients there has been a 
onds § prepyloric mass of granulomatous tissue, often ulcerated 
in the centre. Smears taken from the surface of this 


a have shown the ova of Schistosoma hamatobium in nearly 
‘orm half the cases and the appearance has resembled the 
ntra- . . . ° . 

nnot | interior of the urinary bladder in advanced bilharzia of 


has fthat organ. Mr. Konstam’s cases revealed a state of 
nents Bchronic duodenal ulceration with extensive adhesions 
wning Baround. My experience has also been that adhesions 
are very dense and extensive, and involve the pylorus 
and duodenum with neighbouring organs. On several 


















a occasions I have found S. haematobium ova in these 

«« jy). $2dhesions and in the free peritoneal fluid. There is a 

wre is @l08e resemblance between the adhesions found in this 

haser g°O2dition and those seen in bilharzia of the female 
pelvie organs. 

} Schistosomiasis is hyperendemic in this region, the 
mee disease being either active or latent in almost all the 
*% A} population from the age of five, or even younger, onwards. 
f its We suspect that infestation with hematobium (far from 

pee ‘onfining its clinical manifestations to the urinary tract) 
satan ‘auses both widespread and serious lesions in many parts 
pe f the body. From the few cases of pyloric stenosis I 
asible f= "2 8° far treated it is impossible to draw conclusions, 

hild eu it is perhaps permissible to suggest that this con- 
| yen lition—in this country—is often a late result of a heavy 
t the nfestation with hematobium. It would be interesting to 


snow whether this or other helminths commonly invade 
he wall of the stomach in the people of Southern 
Nigeria. 


. 1954 Methodist Hospital, 
, Te segbwema, Sierra Leone. 


J. R. Rose. 





The same year he accompanied his former chief, 
Sir Herbert Waterhouse, to Petrograd to join the staff 
of the Anglo-Russian Hospital which had been set up 
as a gesture of good will to our allies. Jennings Marshall 
served the hospital as assistant surgeon, and on his 
return from Russia he joined the R.A.M.C. and was 
posted to Salonika. 

After the war he became assistant surgeon and junior 
orthopedist at King’s College Hospital, but he gave up 
this appointment when he was elected to the staff of 
his own hospital. He also joined the staff of the Victoria 
Hospital for Children, Tite Street, where he had charge 
of the orthopedic department. For many years he was 
a surgical Consultant to the Ministry of Pensions and 
to the London County Council, He was an examiner 
for the universities of London and Manchester. During 
the late war he was director of the surgical section of 
the Sutton Emergency Hospital. 

As a surgeon his interests and his experience were 
wide. After the 1914-18 war he continued his work in 
orthopedics, notably at King’s and at Tite Street, and 
in 1921 he described in our columns with verve and 
insight the arm-training centre at Roehampton. But 
he was in fact a general surgeon. Though his monograph 
in 1938 was entitled Chronic Diseases of the Abdomen, 
he pointed out that in his view the ‘‘ abdomen extends 
at least from the knees to the eyebrows.’ The racy 
style, based on shrewd observation, was typical of his 
teaching and his practice. His other writings, in collabora- 
tion with colleagues, include Teatbook of Surgical Patho- 
logy and Textbook of Surgical Anatomy and Physiology. 
He wrote less than he might have, but many of be 
unpublished practical innovations will live in the 
practice of his students. His friends at the Savage 
Club will also recall his self-made receiving-sets in the 
early days of wireless, and his delight in music and 
the arts. 

Mr. Jennings Marshall married Miss Hope Embleton- 
Smith, who survives him. 


HARALD NORRIS WEBBER 
M.A., B.Chir. Camb., F.F.A. R.C.S. 


Dr. H. Ww ebber, consulting anesthetist to University 
College Hospital, died in London on Dec. 24 at the age 
of 73. 

The elder son of W. H. Webber, of Brighton, he was 
educated at Brighton Grammar School and at St. John’s 
College, Cambridge. He continued his medical studies at 
University College Hospital, qualifying in 1912. On 
the: outbreak of war in 1914 he joined the R.A.M.C., 
in which he reached the rank of major. While serving in 
Egypt he nearly died from a severe attack of typhus 
fever. 

After the war he held house-appointments at several 
London hospitals and he became resident medical officer, 
first at the West London Hospital and later at University 
College Hospital. In those days this appointment carried 
with it the task of administering the anesthetics for 
emergencies, and in this way Webber’s interest was 
aroused in the subjéct which was to become his life’s 
work. In the early ’20s he was appointed assistant 
anzsthetist to the hospital, and towards the end of the 
late war he reached the position of senior anesthetist. 
He also served on the staffs of St. Paul’s Hospital and the 
Royal Hospital for Diseases of the Chest. 
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His published work included papers, with the late 


MAREEACE, 


BIRTHS, 


W. H. R. Rivers, on the action of caffeine and alcohol 
on the capacity for muscular work. He was co-editor, 
with the late F. S. Rood, of a textbook on Anesthesia 
and Anesthetics. He held office as president of the 
anesthetics section of the Royal Society of Medicine, 
and in 1948 he was elected a fellow of the Faculty of 
Anesthetists of the Royal College of Surgeons. He was 
also a senior fellow of the Association of Anzsthetists. 
C. W. M. writes: ‘‘ Webber was a cheerful and reliable 
colleague, always ready to lend a hand in the working 
of the hospital, to whose welfare he was wholeheartedly 
devoted, and in whose service he never spared himself. 
He could always be counted on to give a safe and skilful 
anesthetic. During the late war he was twice bombed 
out of his home, but he refused to quit London and 
throughout the blitz he continued to serve in the section 
of the hospital detailed to attend to casualties. On his 
retirement from U.C.H. he took over the duties of resident 
medical officer at St. Luke’s Hostel for Clergy, and up 
to the time of his last illness he gave them unstinted 


help. To his colleagues he leaves a memory of a life- 
time of hard work, well and truly done.” 
Dr. Webber married Madeleine Mary, daughter of 


Major J. J. Ryder, who survives him. 
ROBERT STIVALA ASPINALL 
C.1.E., F.R.C.S.E., Lieut.-Colonel I.M.S. retd 


Lieut.-Colonel Aspinall died in a London hospital on 
Christmas day, at the age of 59. At the outbreak of the 
1914-18 war, he was a medical student at Guy’s Hospital. 
He served for a time in the ranks, but later returned to 
his studies and qualified in 1916. He then took a com- 
mission in the R.A.M.C., and he was wounded in action 
in 1917 while serving as a regimental medical officer in 
France. In 1922 he joined the Indian Medical Service, 
and after only two years in the military division of that 
service he was selected for employment in the foreign 
and political department, where he spent the rest of 
his service. 

For some years he was the chief official practitioner 
at Delhi and Simla, the winter and summer capitals of 
India, and he was a notable success in both appointments. 
In 1929 he became F.R.C.S.E., and in 1936, while still a 
major, he was appointed c.1.e. During the greater part 
of the late war, as residency surgeon, Mysore State, 
he was stationed at Bangalore, the headquarters of the 
Southern Army. The enormous increase in the civil and 
military populatior. of Bangalore greatly added to the 
clinical and admiristrative work of this appointment ; 
but Aspinall coped with it all with great skill. Just 
before the transf-r of power in 1947 he was selected for 
promotion to the post of inspector-generai of 
hospitals in the Punjab. 

Shortly before his last 


civil 


illness he had remarried and 


settled in practice in the West End of London. He 
leaves two sons by a former marriage. 
A colleague writes: ‘‘ Robbie Aspinall was well 


equipped by nature and study to deal with any profes- 
sional or social emergency. A clubbable man with a 
host of friends in London and all over India he will be 
much missed.” 
ANDREW DEUCHARS 
M.B. Glasg., D.T.M.&H. 


Dr. Andrew Deuchars, resident medical officer at 
Stonehouse Hospital, Lanarkshire, died on Oct. 16. After 
graduating at the University of Glasgow in 1946, he was 
house-physician to the late Prof. Noah Morris at Stob- 
hill Hospital, Glasgow. Later he served with the R.A.M.C. 
in Palestine, East Africa, and Mauritius. In 1949 he 
became house-physician to Dr. David Smith at the 
Royal Infirmary, Glasgow, and the following year he 
took his p.t.M. & H. at Liverpool. In the same year he 
was appointed junior hospital medical officer at Cleland 
Hospital, Lanarkshire, and soon afterwards took up his 
appointment at Stonehouse Hospital. 

J. S. C. writes: ‘‘ When I first met Dr. Deuchars, I 
was at once impressed by his attentive and thoughtful 
»0ise of mind. It was in the clinical realm that I came to 


<now his familiar presence so well and to feel the rein- 
forcement of his able assistance. 


He was one of those 






































AND DEATHS—APPOINTMENTS [yan. 8, 1955 
young men who did not fail to epimieie from the med- 
ical standpoint, the full opportunities offered by Service 
overseas, especially in a tropical zone. A keen observer, 
he brought home much, to the enhancement of his clinical 
acumen. During the four years of his appuintment at j 
Stonehouse Hospital the full promise of his increasing of 
attainment became manifest. The relief of suffering in Un 
the evening hour was a province which was particularly wail 
his own, and he was held in high esteem by all those F 
who had known his touch.”’ mor 
40 1 
Dr. ELIZABETH CASSON = 
re 
G. de M. R. writes: ‘‘ The residential clinic which prot 
Dr. Casson founded at Dorset House, Bristol, was for se 
patients who were only able to afford modest fees. 
Later she extended her work by taking on the Mount T 
Pleasant nursing-home at Clevedon. Somerset, so that J P™ 
by the beginning of the war in 1939 she had room for mal 
100 patients. Owing to bombing, she moved the Dorset J“! 
House clinic to Clevedon, using two more houses. Here, § °°™ 
she continued the principle of low fees and at times T 
admitted patients without charge. She spent little on § °?P 
herself, and she financed the Dorset House School of § "™°® 
Occupational Therapy in its beginning. Indeed many § “""' 
years passed before it was able to run at its efficient to tl 
level without financial help from her.” pres r 
mec 
2 ‘ with 
Births, Marriages, and Deaths of H 
BIRTHS A 
Morris.—On Dec. 11, to Joan Ellen (née Bassett), wife of Mr. J. reme 
Morris, F.R.c.8.—twins (Caroline Melanie and Nicolas Alder- u 
bury). COUr 
Wo.rr.—On Dec. 15, at the Whittington Hospital, London, N.19 junic 
to Catherine, wife of Dr. Frederick Wolff—a son (Peter). dent 
par 
MARRIAGES — 
MULCAHY-——HANTON.—On Dec. 30, at the Church of the Immaculate t 
Conception, Wexford, Risteard Mulcahy, M.D., M.R.C.P., to om, 
Aileen Hanton. ancil 
os, and 
é this i 
Appointments it is 
that 
ALDERS, NICHOLAS, M.D. Vienna, F.R.C.S., M.R.C.0.G.: part-time hospi 
consultant obstetrician and gynecologist, Bournemouth and § /imit 
East Dorset group of hospitals. shoul 
BAINBRIDGE, CYRIL, 0.B.E., ©.B. Durh., D.P.H.: 8.4.M.0., Eastern § mod 
R.H.B., Dundee. om 
Corr, D. H. P., M.B. Lond., F.P.A.R.c.8.: consultant anesthetist § Prov! 
Middlesex Hospital, London. lease, 
Dawson, MARJoRY A., M.B. Glasg., D.P.H.: deputy M.o.H., Hackney. ace 
Jones, E. D., M.B. Lond., D.M.R.T. : asst. radiotherapist (8.H.M. 0.), -— 
Royal Marsden Hospital, London. by th 
LEIPER, JOHN, M.B.E., M.B. Lpool, D.P.H.: deputy county M.o.,f or (2) 
West Riding of Yorkshire. ment 
McLAUCHLAN, G. P., M.B. Edin., D.C.H., D.P.H.: deputy M.O.H. 2 
and opens M.O., Exeter. the | 
Rei, J. E., M.B. Belf., ¥.F.A.R.C.8., D.A.: consultant anesthetist, quart 
Belfast H.M.c. not tl 
TAYLOR, JAMES, 0.B.E., M.B. Glasg., D.P.H., D.T.M. & H.: asst. M.O., 
area No. i (Biaydon), M.0.H., urban districts of Blaydon,§ Selps 
Ryton, and Whickham, co. Durham. (a) ar 
Wairties, J. H., M.D., 8.80. Lond, D.P.H.: deputy county M.0.B jong 
and deputy principal school M.o., Trowbridge, Wilts. 8, 
WILsDOoN, R. B.N., M.D. Lond., M.R.C.P. : consultant chest physician,§ Staff i 
Middlesbrough tuberculosis administrative area. ing a 
North East Metropolitan Regional Hospital Board: who n 

Emery, E. W., M.B. Brist., F.F.R., D.M.R.T.: consultant radio- 
therapist, North Middlesex Hospital ana annexes. 

McKENDRICK, G. D. +, M.A., B.M. Oxfd, M.R.C.P, : part-time AT 
consultant physician in infectious diseases, St. Ann’ 8 General M 
Hospital. s ount 

Nairn, C. G., M.B. Glasg., F.R.C.S.E., M.R.C.0.G.: part-time untidy 
consultant obstetrician and gynecologist, Prince of Wales’the se 
and Bearsted Memorial hospitals. &, ch 

RUSSELL, ALEXANDER, 0.B.E., M.D. Durh., M.R.C.P., D.P.H., D.C.H. COTE 
part-time consultant physician in pediatric endocrinology §s' ation 
Queen Elizabeth ———* for Children. war. 

Turk, K. A. D., M.p. Lond.: whole-time consultant patho-f,.__: 
logist, Chelmsford group. — 

Mi 
Birmingham Regional Hospital Board: Herita 

Care, R. D. T., M.D., B.SC. Edin., M.R.C.P.E.: whole-time asst} ..i 1 
chest physician (S.H.M.o.), Dudley and Stourbridge group. ripple 

Groves, J. 5., M.B. Leeds, F.R.C.S., L.0.M.8. -time con #®xciter 
sultant ophthalmologist. Coventry group familie 

HARRINGTON J. A., M.A.Camb., M.D. Lond., D.P.H., D.P.M. could 
D.L.H.: whole-time consultant psychiatrist, Winson Greem°OU/G, 
Hospital and Uffculme Early Treatment Hospital. cripple 

Sprincettr, V. H., M.p. Lond. whole-time consultant ches@#tuken 1 
physician, Birmingham (sanatoria) group and Birminghang - 

City Council. l. BoM. 

Youne, H. B., M.B. Glasg., F.R.C.S.E., F.R.F.P.S., D.P.H.: part), The 
time consultant surgeon, Wolverhampton group. Mo 
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vi Notes and News 
er, 
cal OXFORD PLANS 
a As the first half of their master plan for the development 
ing | of the Radcliffe Infirmary site, the board of governors of the 
in United Oxford Hospitals on Dec. 29 approved plans to provide 
rly more accommodation for the Medical School of the University. 
ose The board have agreed to provide 50 beds and Jaboratory accom- 
modation on the Infirmary site for the Nuffield professor of medicine ; 
40 to 50 beds and laboratories for the Nuffield professor of surgery : 
enlarged and more suitable accommodation and workshops for the 
professor of anesthetics ; 25 beds and laboratories for a new regius 
ich professor of medicine, who will be a clinician ; a new biochemistry 
for department ; considerable extensions to the pathology laboratories ; 
and a small extension for the department of radiology. 
or The Ministry of Health have approved this whole plan in 
hat principle and the first part of it in detail, and are prepared to 
for make a financial contribution. The cost of these buildings 
mor will be more than £400,000, and something over £200,000 will 
1 come from university sources. 
ore; The second half of the master plan, which has also been 
— approved in principle by the Ministry of Health, gives much- 
1 Of needed additional wards and departmental extensions. The 
as university has agreed to give the same wholehearted support 
iit, to the rest of the plan (though it cannot give financial support) 
tent as it has given to the first instalment for the benefit of the 
medical school. The board and the university are well satisfied 
mise with these joint arrangements and are grateful to the Ministry 
of Health for their interest and support. 
Tr ACCOMMODATION FOR HOSPITAL STAFF 
A Ministry of Health memorandum to hospital authorities * 
ir. J. § remarks: ‘It has been represented to the Minister in the 
\ider- § course of discussions he has had about the current shortage of 
N.19 § junior hospital medical staff that the provision of more resi- 
dential accommodation by hospital authorities would con- 
tribute to the solution of this problem,’’ The memorandum 
observes that the powers to provide residential accommoda- 
sulate § tion, conferred by the National Health Service Act, are only 
~ & ancillary to the main duty of providing hospital services ; 
and so these powers can appropriately be exercised only when 
——— J] this is essential to the proper conduct of the service. Secondly, 
it is not “necessarily in the interests of the staff themselves 
that they should live in accommodation provided by the 
hospital authority for hospital staff only. Thirdly, in view of 
— limitations on capital expenditure, as little money as possible 
should be devoted to acquiring or building residential accom- 
astern | modation. Accordingly, hospital authorities should consider 
netist § providing residential accommodation, whether by purchase, 
lease, conversion, new building, or the allocation of existing 
ckney-§ accommodation, only : (1) where the staff in question must, 
ns by the nature of their duties, live on or near the hospital; 
» m.o.,f or (2) where the hospital is remote from any housing develop- 
ment and no other suitable accommodation is obtainable in 
M.O-H- 1 the locality. Where these criteria are satisfied, married 
thetist.§ quarters may also be provided for married staff. Whether or 
not these two criteria are satisfied, hospital authorities can 
eae help staff to get houses, flats, or rooms in other ways, including : 
(a) approaches to Jocal housing authorities and other land- 
ty M.O-B lords, to obtain sympathetic consideration of requests by the 
ysician, staff in question for rented accommodation ; and (6) maintain- 
ing a list of suitable flats, &c., for the information of those 
who need accommodation. 
L radio- SOME SHELTERED WORKSHOPS 
art-timel’ At Newhaven, on the hill once justly, no doubt, called 
Genere’i Mount Pleasant (but now covered with steep haphazard 
art-time§ untidy little streets) is Searchlight, a sheltered workshop for 
Wales'fthe severely handicapped, which has lately come of age.* 
p.c.u. Pearchlight takes its name from an old Army searchlight 
inology #station, set up to defend us against the Zeppelins of the 1914-18 
war. It owes its rebirth to an enterprising member of the 
patho-F,, irsing profession, Miss Muriel Powell, who is still at its head. 
Miss Powell had been matron at the marine branch of the 
Heritage Craft School, at Tidemills, and had seen the cheerful 
me asst4--ipnpled children pass out of her care to become—once the 
—yy excitement of their homecoming was past—a burden on their 
families, or inmates of chronic wards. She decided, if she 
D-P.M-Boould, to change that; and in 1933, with three pioneer 
7 crippled boys, she walked into the small bungalow she had 
nt ches taken to launch her venture. She found three things waiting 
a ° 
— l. H.M.(54)115. 
.: part. The Sto of Searchlight. Searchlight > > A ey ~ 
Mount Pleasant, Newhaven, Sussex. 1954. Pp. 3 . 6d. 
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for her: a qperacun of al wishes, a letter advising her not 
to put all her eggs into one basket, and a steak-and-kidney 
pudding. It was the letter that went into the basket—the 
waste-paper basket. The other offerings, too, were dealt with 
appropriately. Since that day the bungalow has developed 
into a group of large and well-equipped workshops flanked by 
dormitories, recreation rooms, cottages for staff, kitchens, and 
a big dining-hall which was added only last year. The three 
pioneers were the forerunners of 44 men so severely handi- 
capped that they are not employable in ordinary industry, 
and hence do not qualify for the disabled persons’ register. 

In the early days Searchlight men inade sweets and jam ; 
but just as a flourishing business was being built up, along came 
the 1939-45 war, to kill it stone dead with rationing. For- 
tunately some new lines of work—wooden-toy making, car- 
pentry, and boot-repairing—were already being tried; and 
presently weaving, leather-work, and soft-toy making were 
added. The labour of running the place in war-time was 
particularly arduous. At one time Miss Powell, as the only 
able-bodied person in the place, had to lift the more helpless 
men out of their beds into Morrison shelters when the sirens 
went at night, and back again at the “all clear.”’ With the 
return of peace she extended the work, and had the good 
fortune to gather some keen and capable staff about her. 

There had been financial struggles from the start. When 
her own capital ran out she was able to get local authorities 
to pay £1 a week maintenance grant for each man; and when 
this proved too little she started a farthing fund. There have 
also been donations from friends, funds collected at a ‘* Search- 
light week ” in Newhaven, and raised by special efforts, and 
—in recent years—donations from large voluntary funds and 
some commercial firms. The aim has always been to make 
Searchlight ultimately self-supporting; but the overhead 
costs of such a venture are high, and in the meantime it needs 
the full support of its friends. 

Not long ago the Céntral Council for the Care of Cr ipples 
published a survey® of sheltered workshops and home industries 
run by their member organisations in south-east Eng!and. 
Besides Searchlight, the workshops include Cripplecraft at 
Herne in Kent, Hostels for Crippled and Invalid Women in 
south-east London, Queen Elizabeth's Training College for the 
Disabled at Leatherhead, the School of Stitchery and Lace at 
Bookham Grange, the Woodlarks’ Workshop at Farnham, 
and the Yately Textile Printers in Hampshire. At Cripple- 
craft, which is not a training centre but mainly occupational, 
the work done includes soft-toy making, basketry, chair 
caning, and woodwork ; Queen Elizabeth's Workshop speci- 
alises in floral pottery, and Yately in block-printing of textiles 
by hand; Bookham Grange and the Hostels for Crippled 
Women do fine needlework, embroidery, and some dress- 
making ; and Woodlarks produces wooden toys. There are 
home-industry schemes at Brighton, Hove, Chichester, 
Croydon, and Kingston-on-Thames, which in July, 1953 
(when the survey was made), were providing work for 575 
men and women. The work includes glove and slipper making, 
knitting, soft-toy making, weaving, netting, embroidery, 
basket work, chair caning, woodwork, and a number of other 
crafts. 

Miss Norah Hill, who made the survey, comments that new 
legislation has led te an increasing awareness of the needs of 
the physically handicapped without, so far, the development 
of any increased provision to meet these needs. There has, 
however, been a great growth of friendly feeling, she finds, 
between Government departments, local authorities, and 
voluntary associations. The local authorities have recognised 
that most voluntary bodies working for the disabled, “ far 
from being inefficient, do the same job at less cost because 
they are able to keep down the overheads.” As a result, nearly 
all local authorities have now increased their grants to the 
voluntary bodies on whom they depend for services. The 
prospects of setting up more residential sheltered workshops 
are poor at present, but she thinks it might be possible to 
experiment further with non-residential work centres for small 
groups. 

Eli Lilly Medical Research Fellowship 

Applications are invited before April 15 from doctors 
registered in South Africa for this fellowship (250 dollars a 
month) for i~y" in the United States. Further details can 
be had from Dr. H. A. Shapiro, P.O. Box 7605, Johannesburg. 








3. Some Notes on Sheltered Workshops and E Home Industries for 
the Seriously Disabled in South-east England. Centra] Council 
for the Care of Cripples, 34, Eccleston Square, London, 8.W.1. 
Pp. 31. 
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University of Cambridge 


The following degrees were recently conferred : 


Vv.D.—J. J. Fleminger. 
B.Chir.—Inez R. Aldous, William Atherton, D. W. Atkinson, 
I. H. Backhouse, J. W. Blaxhill, L. H. Blonstein, J. N. Bodger, 


R. Burwell, 8S. T. G. Butterworth, 
Clendon, W. L. Cordeaux, 


W. R. P. Bourne, P. J. Burrows, J. 
P. G. T. Bye, D. H. Cameron, T. R. 
P. D. Crockatt, J. A. Dryden, John Fairley, I. McL. Flowers, 
J. 8, Garfield, E. F. D. Gawne, R. H. S. Gibbs, J. N. Godlee, 
Claudia 7 B. Grigson, L. H. Hurrell, R. D. Hyde, A. C. Johansson, 
P. J. D. Kirk, A. H. Labrun, I. V. Lonefield, J. 8. Miller, 


rR.C 3-5 Luxmore, W.S. Ogden, D. B. R. Osbourne,A. M. Parfitt, 


R. z C. Pearson, D. J. H. Prosser, Edward Redfearn, C. F. Ridley, 
I. R. Robertson, M. S. Robson, Ian Ross Russell, C. E. Salter, 
Spackman, G. F. W. Swan, M. J. Turner, 


Rudolph Schram, G. C. 
J. F. Walker 

M.B.—S. G. Bayliss, G. F. B. Birdwood, D. J. Buttery, W. H. 
Carling, John Crook, R. H. Gibbon, J. T. Gibbs, J. W. Harding, 
G. H. Hilton, Harold Jacobs, R. J. Knight, R. C. Lawson, 8..P. 
Lock, C. M. McGregor, H. C. Masheter, Lucy M. Rochelle, J. K. 
Snell, I. G. Tait, D. E. Tunnadine, P. D. W. Wickenden, W. A. 
Williamson, J. R. Wood. 


University of London 

The title of professor of zoology has been conferred on 
Mr. G. P. Wells, sc.p., in respect of his post at University 
College, London. 


On Dec. 15 the degree of M.D. was awarded to P. J. Hare. 


University of Glasgow 

The University, with the Western Regional Hospital Board, 
has appointed Dr. A. C. Forrester to the senior lectureship 
in anesthetics which has been set up within the St. Mungo 
department of surgery at Glasgow University and Glasgow 
Royal Infirmary. The appointment carries the clinical 
ranking of consultant. 

Dr. Forrester is chairman of the anwsthetic services subcommittee 
of the Central Consultants and Specialists Committee (Scotland). 
He is a consultant anresthetist at Glasgow Royal Infirmary, with 
which he has been associated for the past 18 years. During that time 
he has shared in the teaching of anzsthetics to students and post- 
graduates. Dr. Forrester has interested himself in the early intro- 
duction of curare into anmsthesia, and circulatory changes during 
anesthesia. He has visited many other departments of anesthesia 
in this country and abroad, spending some time in the U.S.A. and 
Canada. 

Dr. R. C. O. Saunders has been appointed assistant to the 
senior lecturer in anesthetics. 


Royal College of Surgeons of England 

Normally admission to the Hunterian festival dinner is 
by invitation, but this year it will be held for the first time 
in the new great hall of the college, and it will be possible to 
admit, on payment, up to 100 fellows and members. Those who 
wish to attend the dinner, which is to be held on Feb. 14, 
should write immediately to Mr. W. F. Davis, deputy secretary 
of the college, Lincoln’s Inn Fields, London, W.C.2, enclosing 
a cheque for £2 15s. to cover the inclusive cost of the dinner. 


International College of Surgeons 

The college offers a fellowship of $3000 to a young graduate 
in medicine from a European or South American country. 

The scholarship is for travelling expenses and maintenance for 
twelve months. Before it can be confirmed, candidates must secure 
an appointment as a resident or fellow for one year of study and 
graduate work in one of the teaching centres in the United States 
or Canada. Further particulars may be had from Dr. J. F. 
Brailsford, 20, Highfield Road, Edgbaston, Birmingham, 15. 


Royal Society of Medicine 

The W. J. Harrison prize in laryngology has been awarded 
to Mr. C. P. Wilson, and in otology to Miss M. R. Dix. The 
Norman Gamble prize has been awarded to Mr. J. C. Seymour, 
and a Norman Gamble research grant of £100 has been made 
to the Institute of Laryngology and Otology. 

The next award of the William Gibson research scholarship 
for medical women (£200 p.a.) will be made in July 1955. 
Further particulars may be had from the secretary of the 
society, 1, Wimpole Street, London, W.1. 


Nuffield Dental Fellowships 

One of the aims of these fellowships is to enable graduates 
in medicine and science co qualify themselves to undertake 
teaching and research on dental health and disease. Further 
particulars will be found in our advertisement columns. 


Royal Statistical Society 

Study Circle on Medical Statistics.—On Wednesday, Jan. 1°, 
at 6 p.m. at the E.L.M.A. Lighting Service Bureau, 2, Savoy 
Hill, London, W.C.2, Mr. R. H. Thouless, sc.p., will deliver 


a lecture on Statistics in Parapsychology. 


DIARY OF THE WEEK 
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Not Enough Nurses 

Owing to shortage of nurses (says the Richmond & Twicken- 
ham Times of Dec. 18) 47 beds have been closed at the 
Normanfield Mental Hospital, Teddington. Because of strain 
on the staff only medium-grade and high-grade patients wil! 
be admitted in future. For some time past only low-grade 
children have been admitted and many of these have placed 
a heavy burden on the staff. The Hon. John Fremantle. 
the chairman of the North West Metropolitan Regional 
Hospital Board, said that the staff situation at other menta) 
and mental-deficiency hospitals was also critical. Fifty-six 
Italian nurses, he added, had been tecruited for two hospitals. 


Design of Clinical Experiments.—This 
D. Reid, which was one of a series on the Scientific 
Basis of Medicine, delivered by various speakers at the invitation 
of the British Postgraduate Medical Federation, was given at the 
London School of Hygiene and Tropical Medicine—not, as we stated 
= ° —aeee (Dec. 25, p. 1293), at the Postgraduate Medical School 
of London. 


CORRIGENDUM: The 
leeture by Dr. D. 


Archivos de Neurobiologia.—This Spanish journal for neurology, 
psychiatry, and child psychiatry, which was founded in 1919 by 
Ramon y Cajal and ceased publication during the civil war, has 
been started again. Dr. B. Llopis, director of the neuropsychiatric 
hospital in Madrid, is editor-in-chief, and Dr. F. Pollak, 17, Lans- 
downe Road, Hove, 2, is on the editorial board. 


The address of the British Tuberculosis 
59, Portland Place, London, W.1 (tel. Museum 


Association is now 


3810). 


Diary of the Week 


JAN. 9 TO 15 





Tuesday, 11th 
ROYAL COLLEGE OF PHYSICIANS OF LONDON, Pall Mall East, S.W.1 
5 pm. Dr. G. B. Dowling: Scleroderma and Dermatomyositis. 
(Watson Smith lecture.) 
Rove, COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
’.C.2 


3.45 p.m. Dr. Joseph Bamforth: Early Beginnings of Carcinoma. 
(Imperial Cancer Research Fund lecture.) 
ROYAL SoOcrrTY OF MEDICINE, 1, Wimpole Street, W.1 
8 P.M. Psychiatry and Neurol Prof. Alfred Meyer : 
lobe Epilepsy and the Hippocampal Region. Dr. C. M. 
Whitty : Cingulectomy. Dr. assler (Freiburg): New 
ro thod of Stereotactic Brain Surgery. (Film demonstra- 
on.) 
St. Mary’s HosprraAL MEDICAL SCHOOL, Paddington, W.2 
5 p.m. Dr. P. L. Mollison: The Rhesus Factor 
mes irk: TE OF DERMATOLOGY, St. John’s Hospital, 
C,. 
5.30 P. M. Dr. R. G. Cochrane : 
CHELSEA CLINICAL SOCIETY 
8.30 P.M. (Rembrandt Hotel, Thurloe Place, 8.W.7.) Sir Charles 
Petrie, Mr. E. D. O’Brien : Problems of Modern Diplomacy. 
MANCHESTER MEDICAL SOCTETY 
8 P.M. (Medical School, Manchester.) Burge . Mr. D. W. Purser : 
Calcinosis Circumscripta. Mr. J. Wright: Acrylic 
Replacement of Bone. 


Wednesday, 12th 
ROYAL SOCIETY OF MEDICINE 
4.30 P.M. Physical Medicine. Dr. Hugh Burt, Dr. Donald Wilson, 
Dr. E. Quin: Hydrocortisone. 
MIDLAND MEDICAL SOCIETY 
8.15 P.M. (Birmingham Medical Institute, 154, 


Temporal- 


Lisle Street, 


Leprosy. 


Great Charles 


Street, Birmingham, 3.) Dr. Robert Forbes: Recent 
Developments in Medical Litigation. 
MANCHESTER MEDICAL SOCIETY 
4.30 P.M. Medicine and Pathology. Prof. C. H. Gray: Clinica) 


Studies of Urinary Adrenal Steroids. 
Thursday, 13th 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 
5 pM. Mr. C. P. Wilson: Lateral Cysts and Fistule of the Neck 
of Developmental Origin. (Hunterian lecture.) 


ALFRED ADLER MEDICAL SOCIETY 


8 P.M. (11, Chandos Street, W.1.) Dr. A. A. Mason: Use of 
Hypnosis in Skin Disorders. 
NUFFIELD ORTHOPDIC CENTRE, Wingfield-Morris Orthopedic 


9 ca capital, Oxford 
.30 P.M. Major L. C. 
Fractures. 
LIVERPOOL MEDICAL INSTITUTION, 114, Mount Pleasant, Liverpool, 3 
& p.m. Dr. Robert Kemp, Dr. Il. Harvey Flack : Medical Education 
of Patient and Public. 
UNIVERSITY OF ST. ANDREWS, Medical School, 
Dundee 
5 p.m. Dr. T. Cecil Gray 


Friday, 14th 
INSTITUTE OF DERMATOLOGY 
5.30 pM. Dr. Cechrane: Leprosy. 
ROYAL FACULTY OF PHYSICIANS AND SURGEONS OF GLASGOW, 
242, St. Vincent Street, Glasgow 
Surgical Approach in Surgical 


Hollister, jun.: Internal Splinting of 


Small’s Wynd, 


: Anesthesia in the Age of, Stress. 


5 P.M. Mr. Arthur Jacobs: 
Pathology of the Kidney. 
Saturday, 15th 


BIOCHEMICAL SOCIETY, 
2 P.M. 


King’s College, Strand, W.C.2 
Scientific Papers. 
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ORALLY ACTIVE ANTIHYPERTENSIVE 


SER PASIL 


containing reserpine, a pure crystalline alkaloid, 
first isolated in the CIBA Research Laboratories - 


from Rauwolfia serpentina. 


GRADUAL AND SUSTAINED 
REDUCTION OF BLOOD PRESSURE 
WITH MILD SEDATION 
INDUCING A FEELING OF 
TRANQUILLITY 


Free from toxic side effects 
Ideal for the ambulant patient 
Tablets of 0.1 mg., 0.25 mg., and 1 mg. 
Now available also in ampoules— 


the first parenteral Rauwolfia preparation 
Ampoules of 1 mg. and 2.5 mg. 


CIBA 


‘Serpasil’ is a registered trade mark Reg. user 


CIBA LABORATORIES LIMITED 


HORSHAM «- SUSSEX 
Telephone: Horsham 1234 Telegrams: Cibalabs, Horsham 
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New conditions 
and terms of service 


Regular and Short Service Commissions 


New and improved conditions of service in the R.A.M.C. 
are now Offered to doctors. These include :— 
* permanent commissions direct from civil life. 


* after one year’s satisfactory service, grant of £1,500 (taxable) to 
officers appointed to a regular commission after Ist October, 1953. 


* antedates (which count towards pay and promotion) of up to 
7 years for civilian experience, and credit for former commissioned 
service other than as a doctor. 


* 3 year short service commissions for those having liability for 
National Service. 


* increases in pay for captains and above. 
%* increased rates of specialist pay. 


* excellent facilities for specialisation. 


For full details, application should be made to the War Office 
(AMDI1Aa), Room 130, Lansdowne House, Berkeley Square, London, 


W.1. (Telephone : GROsvenor 8040 Ext. 548.) 
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Wyeth have pleasure in announcing price 
reductions to take effect as from 


Monday, January 10th, 1955. 


BEPLETE 
Elixir es e+ 402. and 40 0z. 
Tablets .. .. §0’s and 250’s 
BEPLEX 
Elixir ee «+ 402. and 40 0z. 
Capsules .. .. §0’s and 2§0’s 


will be available to hospitals and dispensing 
pharmacists from that date at the new 


teduced prices. 


* Beplete’ and ‘ Beplex’ are the registered trade ‘marks of 


JOHN WYETH AND BROTHER LIMITED 





CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.I 
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Duckham’s 


Research Laboratories 


produced the 
first ‘flat-curved’ oil 
for British motorists 









Duckham’s are proud to have pioneered 
Britain’s first high viscosity index engine oil— 
Q 3500—for motorists demanding maximum 
efficiency and peak performance. 

What is a ‘flat-curved’ oil? 

An oil where the viscosity change is small over 
a range of temperatures is often referred to 
as a “‘multi-grade” or ‘“‘flat-curved”’ oil. 
Duckham’s Q 5500 was the first oil produced 
for the British motorist in this category. 
Basically, Q5500 is a lubricating oil of finest 
quality and refinement. The judicious use 
of additives gives it extra resistance to oxida- 
tion and corrosion effects, increased film 
strength and oiliness, and a high degree of 
detergency. Add to this Q 5500’s remarkable 
viscosity-temperature characteristics, and the 
result is the most modern engine oil with an 
No other oil available combines so suc- unequalled performance. 


cessfully the characteristics of a winter 
grade with the full-strength properties 
of a summer grade. 

Change over now to Q 5500 super engine 
oil for easier winter starting—quick get- 





away—maximum power output and fuel 
economy. 


Please write for descriptive booklet and address of near- 
est stockist. 


ALEXANDER DUCKHAM & CO. LTD., ) 


pans sented LONDON, W.6 SUPER 
LUBRICANT 








MOTOR OILS 





NOL—premier grade engine 
oil officially recommended by ADCOIDS —the complete 
beading car-makers. and original petrol additive. 
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du MAURIER 
the filter tip. 
cigarette 


CORK TIP IN THE RED BOX 
PLAIN TIP (MEDIUM) IN THE BLUE BOX 
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Two-way stretch 
for firm, even support 


In cases of sprains or weak joints a 

Lastonet elastic bandage can be relied upon for firm 
even support without restricting movement. 

The open net construction allows the air to circulate 
freely. In standard lengths of 5 yards when 
fully stretched and widths of 2}”, 3”, 34” and 4”; 


also in 6" width for post-operational use. 





ELASTIC NET 
SUPPORTING BANDAGE 


* Can be prescribed under the National Health Scheme 


LASTONET PRODUCTS LTD., CARN BREA, REDRUTH, CORNWALL 





A non-toxic 
Antiseptic Germicide 





KEEDOSOL (FERRIS) provides a genera! antiseptic 
of hizh bactericidal potency yet possessing marked 

advantages not attributable to germicides of phenolic 
Origin. It is non-poisonous, even in high concent: ation, 
non-injurious to living tissue, and its ayreeable 
refreshing odour renders it pleasant in use. For the 
guidance of users of this modern germicide a table of 
recommended dilutions is affixed to each container. 


Available in 4-0z.; 8-0z.; 16-02z.; and 80-02. bottles 
and 1-gallon tins 


KEEDOSOL 


(FERRIS) 





Samples on request 


FERRIS & COLTD 


BRISTOL 


Velephone 21381 Telegrams FERRIS BRISTOI 





YOUR 
CHILD 


your plans for your child’s 
pr onl and career life assurance 
can be a real help. Write today 
for a copy of the New “Career 
Policy ” leaflet to 


SCOTTISH 


Head Office: 9 St. Andrew Square, Edinburgh, 2 
London Offices: 28 Cornhill, B.C.3 


WIDOWS’ FUND 


17 Waterloo Place, 5.W.1 
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CAMP-VARCO 
PELVIC TRACTION 


Pelvic Traction in Low Back Injuries 


This pesvic traction system is designed to avoid the compli- 
cations of thrambophlebitis, swollen ankles and knees, and 
the risk of dermatitis which may result from ordinary skin 
traction. 

The apparatus is easy to apply, the fitting being similar to 
that of any sacro-iliac or back support. It is constructed on 
the principle of a body belt to which are attached two 
adjustable traction straps; these are attached to a spreader 
board from which is suspended the appropriate weight. 
The traction operates through the sacro-iliac region and 
along the spine and avoids the hips, knees and ankle joints; 
one of the advantages of the pelvic traction system is that 
the patient has freedom of movement of the lower limbs. 


CAMP-VARCO 
TREATMENT 
SET 
Complete in 
carrying case. 
Weight 14} Ibs. 
Size overall 
378" x9" 

x at” 












The method is extremely simple and can if required be used 
at home under medical direction. It is well-tolerated by 
the patient and makes for greater comfort and easier 
nursing attention. : 


Full information on request 


S. H. CAMP & COMPANY LTD 


19 Hanover Square, London, W.! 
Makers of CAMP Surgical Supports 


FWS 1100 













The D.X.1 can be used as a portable or as a 
hospital ward unit. It can be wheeled—or 
dismounted and carried to the patient’s bedside ! 


Write for further information today 


Philips D.X.1. is on show at 
the X-ray Centre, Century House. 





The portable X-ray Unit 


with the 
phenomenal output 


The D.X.1 is a high power X-ray 
installation in miniature. It has been 
designed to cope with every type of 
radiograph outside the X-ray Room 
and is not restricted to one narrow 
field. There is no compromise between 
portability and radiographic output. 
A portable desk provides a complete 
control system for radiography and 
fluoroscopy. The kV range is from 40 
to 85 in ¢ kV steps. 


PHILIPS ELECTRICAL LTD 


CENTURY HOUSE 


X-RAY DIVISION 


SHAFTESBURY AVENUE + LONDON - WC2 
(PMX0063B) 
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ONE MOMENT 
PLEASE, DOCTOR... 





Ir’s NOT OFTEN that one medicament 
helps all the family . . . but Ribena 
will increase mother’s vitality, give 
new energy to the children, and be 
taken even by father for that tired- 
ness of his. 

we Ribena is widely recommended 

whenever a Vitamin C supplement is 

needed. 

Ribena contains pure _black- 
currant juice, one of the richest sources 
of Vitamin C. Its content of glucose 
and fruit sugar comes from the same 


natural source, while its added cane 
sugar makes it acceptable to all palates. 


& If you would like a sample bottle 
of Ribena, and a copy of our brochure 
“Blackcurrant Juice in Modern Therapy’’, 
please write to the Medical Dept. 
B/o, H. W. Carter & Co, Ltd., The 

§ Royal Forest Factory, Coleford, Glos. 


The secret is to take 


Ribena 
EE he ly 


THE BLACKCURRANT JUICE 
VITAMIN C HEALTH DRINK 
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The 
Anti-pyretic 
Sedative 

which children 


readily take. 


SAFE AND ACCURATE ASPIRIN DOSE. 
Angiers Junior Aspirin is made in tiny 
pink tablets each containing 1} grains 
of aspirin. 


PLEASANT AND EASY TO TAKE. The 
little tablets are sweetened and orange 
flavoured. Children enjoy them to suck 
or chew. They are easily swallowed 
and disintegrate rapidly in milk or 
water. 


SPECIAL PROTECTION FROM GAS- 
TRIC IRRITATION. The inclusion 
of di-calcium phosphate eliminates 
gastric-irritation sometimes caused by 
salicylates alone. 


Acid Acetylsalicylic 1.25 gr. Di-calcium 
Phosphate 1.50 gr. 


children 


=<) Aspirin 


Manufactured under close pharmaceutical supervision in the 
Laboratories of 


THE ANGIER CHEMICAL COMPANY LTD., SOUTH 


RUISLIP, MIDDLESEX 








CVS-16 
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Alpha tocopherol (Vitamin E) for 
CARDIOVASCULAR-RENAL DISEASES 


The natural vitamin E avail- The VITA-E Gelucap (75 i.u.) heads 





able only since 1948 must the list of brands approved by the 
not be confused with the wheat germ oil Vitamin E Society and is that recom- 
in use before that date with its limitations mended by the Shute Foundation for 
as to potency and stability. Medical Research and used with such 


AS) aes conspicuous success at the Shute 
The natural vitamin E of today com- ; 
‘ aaa Institute. 
prises a concentrate distilled from the 
LITERATURE ON REQUEST 


oils of cottonseed, palm, soya bean, etc. 
Sole Manufacturers : 


The standard laid down by the League THE BIOGLAN LABORATORIES LTD. 
of Nations is that 1 international unit HERTFORD, HERTS, ENGLAND. 


= 1 mgm. of d.1. alpha tocopheryl acetate. Specialists in Hormones and Vitamins 











TWO STANDARD TEXT BOOKS f » El Q : 
By Dr. B. N. GHOSH, M.B.E., F.R.F.P.S. (Glas.), F.R.S. (Edin.) ae NY rt M 























Price, Rs. 20 or 30s. 
Nineteenth Edition. 1952. Pp. 875. Non Allergic 
PHARMACOLOGY, MATERIA MEDICA, AND THERAPEUTICS BEAUTY PRODUCTS 
Revised and largely rewritten according to British Pharmacopeeia THE SAFETY FACTOR IN 
1948 EVERY DAY *MAKE-UP 
i Queen beauty products form a complete range 
Thirteenth Edition. 1953. Price, Rs. 17.8 or 25s. 6d. of toilet and beauty preparations, including 
A TREATISE ON HYGIENE AND PUBLIC HEALTH lipsticks, specially for those women who fas ej 
: have sensitive skins. Queen products con- /*/7 ~~ 
With Special Reference to the Tropics tain no orris in any form, nor any other Ae 4 
| Revised and largely rewritten with an article on Dietetic Disease, skin irritants AND ARE RECOMMENDED | 
by Sir John Megaw, 2 monograph on Leprosy, by Dr R. C. BY THE MEDICAL PROFESSION. pe) 
Cockrane, and a chapter on Social Medicine, by J. B. Grant. Obtainabie from John Bell & Croyden, a 
Wigmore Street, W.1!, and # 
SCIENTIFIC PUBLISHING COMPANY other chemists. om, 
85, Netaji Subhas Road (2nd Floor), CALCUTTA, ! mm - oon ha heel : ta # 
Lendon Agents: Messrs. Simpkin Marshall Led. 6b Laces Candela Sochanden. W.e.l ee 
— 








CHEADLE ROYAL, CHEADLE, CHESHIRE 


REGISTERED MENTAL HOSPITAL 
Presipent: THe Ricut Hon. Taz EARL OF DERBY, M.C. 
MepicaL SUPERINTENDENT: W. V. WADSWORTH, B.Sc., M.B., M.R.C.P., D.P.M. 





Thi i i i ri : : snile illnesses. It has recently been 
This Hospital receives all types of patients who are suffering from psychological and senile i , 

extensively cathemmnhell and content heating has been installed theopanoes, maine ( one of the most baxertousty eppeteee Sa and 
in the country. Private rooms, with special nurses, can be provided. All patients receive very care a ; n id 
pathological investigations : the most modern psychiatric treatment is available, including deep insulin therapy. Psychotherapeutic 


treatment is employed in suitable cases. bh i : % z 
Occupational therapy is a special feature of the Hospital and there are excellent facilities for indoor and ou loor recrea on— 
tennis, pom protien ig B AK my billiards, cinema, television, ete. Geriatric units for mild cases of senility are provided where 
patients can pursue as normal a life as possible. aoe se Oe 
T i is si i i ot i ly nine miles ym Manchester. 
The Hospital is situated in three hundred acres of pleasant Cheshire parkland and yet is onl; Me ; 
Glan-y ‘I Jon ‘et he Hospital’s convalescent home, overlooking the sea at Colwyn Bay. It is extremely comfortable and well appointed 
and has its own farm and market garden. 
For terms and further particulars, apply to the Medical Superintendent. Telephone: GATLEY 2231. 
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ST. ANDREW’S HOSPITAL 


FOR NERVOUS AND 
MENTAL DISORDERS 


NORTHAMPTON 
Presipent: THe EARL SPENCER 





Mepicat SuPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 





This Registered Jospital is situated in 130 acres of park and pleasure grounds, Volnntary patients, who are suffering from 


incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; tem j 
Careful clinical, biochemical, bacteriological, anc pathological examinations. 


of both sexes are received for treatment. 


orary patients, and certified patients 
Private 


rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 


WANTAGE HOUSE : 
This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. 


Tt is equipped 


with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods; 


insulin treatment is available for anitahble cases. 
Turkish and Russian baths, the prolonged immersion bath, Vic 
Surgery, an 


etc. There is an Operating Theatre, a Dental 
It also contains Laboratories for biochemical, bacteri 


Diathermy and High-frequency treatment. 
research, 


It contains special departments for hydrotherapy b 
b Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 


-ray Room, an Uliraviolet eon and a Department for 


Psychotherapeutic treatment is employed when indicated. 
MOULTON PARK 


various methods, including 


ogical, and pathological 


Two miles from the Main Hespital there are several branch establishments and villas situated in a park and farm of 650 acres. 


Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, U 4 
patients are given every facility for occupying themselves in farming, gardening, and fruit 


therapy is a feature of this branch, an 
growing. 


ens, and orchards of Moulton Park. Occupational 


BRYN-Y-NEUADD HALL 


The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
Patients may visit this 


seenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. 
branch for a short seaside change or for longer periods. The Hospita! has its own private bathing house on the seashore. 


is trout-fishing in the park. 


There 





At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hard 


courts), croquet grounds, golf courses, and bowling greens. 


Ladies and genUemen have their own gardens, and facilities are 


»rovided for handicrafts, such as carpentry. etc. 
we Ser tees ee . Seales y to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 


For terms and further particulars appl 
can be seen in London by appointment. 





CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 


In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach é 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


Resident Physicians—BERTHA M. MULES, M.D., B.S. 


ANNE S. MULES, M.R.C.S., L.R.C.P. 


Telephones—TEIGNMOUTH 289 and 537 





CHISWICK HOUSE 


PINNER, MIDDLESEX 
Telephone: PINNER 234 


A Private Home for the Treatment and Care of Mental and 
Nervous [Illnesses in both Sexes. 

A modern house, 12 miles from Marble Arch, tn attractive 
secluded grounds. Patients treated under Certificate, Tem- 
sorary or Voluntary status. Modern forms of treatment, 
neluding psychotherapy, narco-analysis, modified insulin. 
occupational therapy, &.C.T., etc. 

DOUGLAS MACAULAY, M.D., D.Y.M. 





THE MEDICAL PROTECTION SOCIETY .uimirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : £1 for first three years for newly qualified entrants and £2 thereafter 
Full Particulars from the Secretary (Dr. Alistair French) Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 





HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 

of treatment carried out. Acc ion for Alcoholics and Addicts 

available. Special Geriatric Unit now open. Fees from 6 gns. per week 
upwards according to requirements. 

Apply to Or. J. A. SMALL Telephone : Norwich 20080 





THF LANCET 


Annual Subscription: £2 2 0 per annum 
Special reduced rates to Medical Students and Doctors 
within 1 year of qualification. 

Air-mail edition available 











Vacancies 





ACADEMIC AND EDUCATIONAL 
SECTION 

ADMINISTRATIVE 

oo. East Met. R.H.B. Asst. Sr. 


Newcastle R.H.B. 


Page | Hillingdon, Middx. S 

44 | Isleworth. West Midd ee 
ere Spa. Warneford Gen. 
Leeds R.H.B. Reg. .. - oa 
45 | Manchester United Hosps. Sr. Reg. 51 
Regs. on ve 
Sr. H.O. or Locum 


Reg 50 | CASUALTY 


r. eee ee 
lesex. H.O. 50 | Hammersmith, W.12. Sr. H.O. a 


Black l. Victoria. H.O. .. oo ae 
51 | Bromley, Kent. Sr. H.O. .. oa Va 
50 | Chesterfield Royal. H.O. .. ss 

Hemel Hempstead West Herts. 


Jr. H.M.O. .. . 5 ale 
Maidstone. West Kent Gen. Sr. H.0. 51 











eeel Mestheen N.7. Sr. H.O al “Sto 52 
yai Northern, N.7. Sr. O. oo Sr. H.O. os ee a0 . 
South East Met. R.H.B. P.-t. Cons... 45| Romford. Oldchurch. "Sr. H.0._ :: 53 | Perth, County & City Gen. Hospe. 
University College Hosp., W.C.1. Sr. Rotherham. Doncaster Gate. Reg. 53 Pl mouth " “South Devon "k East . 
winivici’ Grodp mad. si’ w.o7% 4] Scuiane: Wana, BOE ge, S| Rem, | Sed 7" 2S MA gp 
oolwich Group H.M.C. Sr. H.O.’s Seo ad. Jestern H.B. Sr. ~ WR gah ype ~ * 
Burton-on-Trent Gen. Infy. Jr. soni 0. & Bit. Sr. HMO... “45 Slough. Uptoh. Locum H.0.  .. 54 
, ici /- i ‘ 4 uth East Met. -B. Cons. .. 
Bury St. Edmunds. "West Suffolk Swindon & Dist. H.M.C. Sr. H.0..: 54 | CHEST AND TUBERCULOSIS 
jen. ae cs ni .. 49] Warrington Infy. Sr. H.O... .. 54] London Chest, E.2. Jr. H.M.O. .. 46 
Eastman Dental Hosp. & Inst. of Welsh R.H.B. Cons. .. xs 46 | Chepstow. Mount Pleasant. Jr. 
Dental Surgery, W.C.1. Reg. -- 46! Worcester Royal Infy. Sr. H.O. 5a -M.O. & Sr. H.O... e< oo @&@ 
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Frodsham, Cheshire. Educspont Hosp. 

Jr. H.M.O. 49 
Ilford & Barking Group ‘i. M, Cc. 

Jr. H.M.O 50 
Maidstone. Le nham San. Jr. H.M. 0. 51 
Mitcham, Surrey. Cumberland. Reg. 52 
Newcastle R.H.B. Regs. es - 2 
Reading & Dist. H.M.C. Jr. H.M.O. 53 
Scotland. Western R.U.B. Sr. 

H.M.O.’s « — 45/46 
South East Met. R.H.B. Cons. 46 
South East Met. R.H.B. Regs. 54 
Sully, Glam. Sr. H.O. a oo 
Woodford Green, Essex. Harts. H.0. 55 
DERMATOLOGY 
University College Hosp., W.C.1. Reg. 47 
EAR, NOSE, AND THROAT 
Royal National T.N. & E. H.O. .. 47 
Royal National T.N. -& E. Sr. Reg... 47 
Royal National T.N. & E. _ 47 
Ashford, Middx. H.O. 43 
Birmingham United Hosps.. H. oO. s 48 
Brighton & Lewes H.M.C. H.O. 48 
Cambridge. Addenbrooke’s. H. 0. 49 
Carlisle. Cumberland Infy. Sr. H.O. 49 
Ipswich. East Suffolk & Ipswich. H.O. 50 
Manchester R.H.B. Reg. 51 
Perth. County * City Gen. “ Hosps. 

H.O. or Sr. H.¢ a 
Reading. Royal Be rks. 8.0. 53 
Scotland. Western R.H.B. Reg. 53 
Wolverhampton Group. H.O. 55 
GERIATRICS 
Hornchurch, Essex. St. Gomes. 

Jr. H.M.O. ae ein 0 
Leeds R.H.B. H.O. ~~ 
Perth. County & City Gen. _ Hosps. 

H.O. <a 08 
INFECTIOUS DISEASES 
Birmingham. Little Bromwich. Sr. 

H.O. & Jr. H.M.O. ne ce ae 
Sheffield. Lodge Moor. Reg. on - a 
Windygates, Fife. CameronI.D. H.O. 55 
MEDICINE 
Lambeth, S.E.11. H.O. 46 
London Jewish, E.1. HH. 0. 46 
Princess Beatrice, 3.W.: H.O. 46 
=. » sr egemagont 8, E.C. P.-t. Sr. ya 

ee ‘ 
St. NSbarice’, W.10. Pre- -reg. H.O. 47 
Whipps Cross, E.11. H.O. vo ae 
Ashton, Hyde & Glossop H.M.C. Sr. 

H.O. or Reg.. 48 
Bournemouth & East Dorset H.M.C. 

H.O. 48 
Chelmsford & Essex. ” Pre-reg. H.O. 49 
Chesterfield Royal. H.O. .. Ss . 
Derby. City. Reg. 49 
Edgware Gen. H.O. 49 
Haverfordwest. Pembroke ( ‘county 

War Mem. - &0 
Hertford County. 50 
Isleworth. West Mididicsex. ’ Pre- -reg. 

H.O. co 
Kirke aldy Gen. H.O. 50 
Leeds. R.H.B. Reg. & H.O.’s "50/51 
Mid-Glamorgan H.M.C. H.O. 
Nottingham City. H.O 33 
Pontypridd. Kast Glamorgan. H.0.’s 53 
— Group H.M.C. Pre-reg. - 

oe 
Rochford, Essex. Gen. _Pre- ree. us 0. 52 
Slough. Upton. Sr. H.O 54 
St. Helens & Dist. H.M.C oo. 54 
Stoke-on-Trent. North Statts s Royal 

Infy. H.O. 54 
Warrington Gen. H.O. -. 6&4 
Yorkshire. a Riding H.M.C. Sr. 

H.O,. .. es 
NEUROLOGY 
Hosp. for Sick Child., W.C.1. Sr.H.O. 47 
Nationai Hosps. for pee te mma 

W. Sr. H. 46 
St. Mary’s, W 2. Sr. Re 47 
West End Hosp. for Ne urology & 

Neurosurgery, W.1. Reg... . oe 
Exeter. Royal Devon & Exeter. Sr. 

|e. ae me ‘s os oo ae 
NEUROSURGERY 
Birmingham United Hosps. H.O. 48 
Birmingham United Hosps. Reg. 48 
Bristol. Cossham/Frenchay U.M. c. 

Sr. H.O. ‘ 48 
Manchester R.H.B. P.-t. Cons. .. 45 
Sheffield — a Sr. Reg. & 

Reg. se a 
OBSTETRICS AND GYNZCOLOGY 
Elizabeth Garrett Anderson, N.W.1. 

M.@. .. ous es + cm. 
Hackney, E.9. H.O. & Pre-reg. H.O. 46 
Hospital for ae n. W. - Sr. H.O. 46 
Royal Northern, N.7. ee 
Thorpe Coombe Maternity. <7 17. H.O. 47 





aappee | Hyde & Glossop H.M.C. Sr. 
18) 


+. << a 
Birmingham U nited Hosps. H.O. .. 48 
Harrogate & Dist. Gen. Sr. H.0O. .. 50 
Hastings. St. Helen’s. Sr. H.O. xe 
Leeds R.H.B. Reg. & H.O.’s 50/51 
Manchester United ae, 5. 0.” Sey 
Mid-Glamorgan H. H.0.’s — 
Newcastle R.H.B. — ve 
Newmarket Gen. Sr. H.O. .. — 
Nottingham. Highbury. Sr. H.O... 52 
Plymouth. South Devon & East 
Cornwall. Sr. H.O.. ee 
Pontypridd. East Glamorgan. H.0O.’s_ 53 
Redhill County. Reg 53 
Scotland. 


South-Eastern ” ‘R.H.B. 
Sr. Reg. es a“ ° 5 
Scotland. Western R.H.B. Reg. 5 
Slough. Upton. Locum a. H.¢ 5 
Slough. Upton. Sr. H.¢ as os 
Stoke-on-Trent. City Gen. Sr. H.O. 5 
Welsh R.H.B. Reg. 5 
Wolverhampton Group. H.O. 5 


OPHTHALMOLOGY 

Bradford. Royal Eye & Ear. H.O. 48 
Leeds R.H.B. H.O. . —_— 
Manchester United Hosps. Sr. H.O. 5: 
a & Midland Eye Infy. 


Sr. 


orn 


ORTHOP ZDICS 
Ce ree Middlesex, N.W.10. Pre-reg. 
18) 


Middlesex, W.1. Reg. 46 
Ascot. Weatineweod Orthopedic. 


Reg. 
Bournemouth & East Dorset H.M.C. 
eg. “ . 
Bourne womens ‘Royal “Victoria. Sr. 
H.O. 


48 
Carlisle. Cumbe rland ‘Infy. ‘Sr. H.O. 49 
Chertsey. St. Peter’s. Sr. H.O. or 
Pre-reg. H.O. . 
Derby. Derbyshire Roy al Infy. Reg. 49 
Ipswich. East Suffolk & Ipswich. H.O. 50 
Leeds R.H.B. Regs. & H.O.’s 50/51 
Leeds. St. James’s. Sr. H.O. a. a 
me St. George’s. Reg. .. ~~ = 
Perth. County & ¢ aed Gen. Hosps. 
Sr. H.0.’s & H.O. —— 
Portsmouth Group i. MC. U.0. .. 6&8 
Reading. Battle. H.O -. 53 
Romford. Oldchure = AA -- §&3 
ry wy Royal geuth Hants. 


H.O. & H.O. —: 
St. “fiele ns & Dist. H.M.C. i. 0. -- 6&4 
Wigan. Wrightington. Sr. H.¢ 55 
Woking & Chertsey H.M.C. Sr. Reg. 55 
PZDIATRICS 


Hosp. for Sick Child., W.C.1. Sr. H.0.’s 47 
Queen Elizabeth Hosp. for Child. 


M.C, Sr. H.O. & H.O. 46/47 
Hastings. St. Helen’s. » Ou. co = 
Hereford Gen. H.O. . " oa) ae 
Leeds R.H.B. H.O. 51 
Manchester. Royal Mane hester thild’s. 

Reg. 51 
Newe astle R.H.B. Reg. —- a 
Pontypridd. East Games. H.0. 53 
Portsmouth Group H.M.C. H.O. .. 53 
PATHOLOGY 
Greenwich & Deptford & Seamen’s 

Hosp. Groups. Sr. H.O. 46 
Queen Mary’ * S.W.15. Cons. oo 
Birmingham R.H.B. Reg. 48 


Bristol. Cossham/Frenc hay "H.M.C. 


Sr. H.O. 48 
Bury & Rossendale H.M.C. ‘sr. H.O. 49 
Enfield. Chase Farm. Sr. H.O. .. 49 
Oxford United Hosps. Cons. .. i 
Romford. Oldchurch. Sr. H.O. .. 53 
Scotland. Western R.H.B. Sr. 

H.M.O. F o- 45 
Sheffield. City Gen. Sr. H.O. o-. a 
Boston, Mass., U.S.A. Beth Israel. 

Asst. Residents - -- 565 
Canada. St. Joseph’ s. Chatham, 

Ontario. Med. Director .. ‘er 


PHYSICAL MEDICINE 
North West Met. R.H.B. Sr. H.M.O. 45 


PLASTIC SURGERY 


Manchester R.H.B. Sr. Reg... a 
PSYCHIATRY 
North West Met. R.H.B. P.-t. Cons. 
& Sr. H.M.O... 45 
Crowthorne, Berks. Broadmoor Insti- 
tution. Sr. Regs. . 49 
Epsom. West Park. Reg. ~~ 49 


Goodmayes, Essex. Locum Sr. Reg. 49 
Hailsham, Sussex. Hellingly Mental. 


Jr. H.M.O. .. Ss si aa a 
Leeds R.H.B. Sr. Reg. & Reg. 50/51 
Newcastle R.H.B. Regs ee. 
Norwich. Hellesdon. Sr. H.O. oe 
Retford, Notts. Rampton. Reg. .. 53 











St. Albans. Shenley. Sr. H.O. 54 
Welsh R.H.B. Sr. Reg. a -. 54 
Woodford Bridge, Essex. Claybury. 
Sr. H.O. nan ae oo oe 
RADIOLOGY 
Middlesex, W.1. Locum Reg. 46 
oo R.H.B. P.-t. Cons os €6 
New Zealand. Waikato » Hosp. Board, 
Jr. or Sr. Specialist. oc & 
RADIOTHERAPY 
Charing Cross, W.C.2. Peet Asst... 45 
Hammersmith, W.12. rm vt 46 
Marie Curie, N.W.3. H.¢ <a -. 46 
a aed sane Hosp., WGA. Sr. 
ee. . we ae er 
SURGERY 
Charing Cross, W.C.2. P.-t. Cons... 45 
~ a for Sic . Cc “x Ww C.1. Sr. H.O. - 47 
Mile End, 46 
Queen Mary’ + — “for East End, 
E.15. Pre-reg. H.O. 47 
Royal Marsden, S.W. 3. H. 0.’s 47 
Royal Masonic, W.6. Reg. . 47 
Willesden Gen., N.W.10. Reg. 47 
Aberdare Gen. Sr. H.O. ‘ -. 48 
Ashford, Middx. H.O.’s oo 48 
Ashton, Hyde & Glossop H. M.C. sr. 
H.O. oe a & 
Bath. St. Martin’s. H.O. |. ve on 
Birmingham United Hosps. Reg... 48 
Bishop Auckland. Gen. H.O. — 
Cambridge. Addenbrooke’s. i. 0. 49 
Carlisle. Cumberland Infy. 7H.O. 49 
Chelmsford & Essex. Pre- oa H.O. 49 
Chesterfield Royal. H.0O.’s . r 49 
Colchester Group H.M.C. i. 0.’s 49 
Derby. Derbyshire Royal Infy. Pre- 
reg. H.O. or Sr. H.O. ac, an 
Epsom Dist. Pre-reg. H.O. . - 
es Nad Gen. Pre-reg. H. O: or Sr. 
omy ee 
eR Royal, East Sussex. Pre- 
reg. H.O. Sy —« 6 
Haverfordwest. Pembroke County 
War Mem. H.O. a 50 
Hertford County. H. 0. ; 50 
Huddersfield Royal infty. H.O. 50 
Hull. Victoria Hosp. for Sick Child. 
H.O. o> 
Isle of Thanet H.M.C. ” 4.0.’s o 
Isleworth. West epeees. 0... & 
Leeds R.H.B. H.O. 51 
Manchester. W: oat Mane hester H.M.C. 
Pre-reg. H.O o>. 
Mid- Sites ‘i. M.C. H.O. oe). ae 
Newcastle R.H.B. Sr. Reg. .. . 
Newport, I.W. St. Mary’s. sues. 
H.O. os 52 
Nottingham City. H.O. 52 
Perth. County & City Gen. " Hosps. < 
H.0.’s 52 
Plymouth. South {Devon ‘& East 
Cornwall. Sr. H.C 52 
Pontygridd. East Biiissinan: _ 0. 53 
Reading. Royal Be rks. H.O. 53 
Salisbury Gen. H.O.’s co & 
Scunthorpe. War Mem. Sr. i.0. st ae 
South East Met R.H.B. Reg. -- 56 


St. Helens & Dist. H.M.C. H.O.’s.. 54 
Stockport Infy. Pre-reg. H.O.’s .. 54 
Stoke-on-Trent. City Gen. H.O. 54 
Taplow. Canetinn Red Cross Mem. 


“z. ee . 54 
Taunton H.M.C. H.O- és ooh 
Welsh R.H.B. Reg. e 7" oo Dae 
Weymouth & Dist. = oO. ie. 
Wolverhampton Grou ws 0.’ 5 co Oe 
Worksop. ictoria. co. — 
sees ere 
South East Regional A neee Guege 

Unit, 8.E.18. Sr. 1.0.’s os 47 
Birmingham Kh.H.B. hen. 48 


ee wr (Sanatoria) Group HLM. CG. 

Sr. H.O. or H.O. io 48 
Manchester R.H.B. P.-t. Cons .. 45 
Manchester R.H.B. Reg. eal <a 


UROLOGY 
St. re ter’s, St. Paul’s des St. 7 4 
W.C.2. Sr. Reg. 47 
GENERAL 
Baltimore, Maryland, U.S.A. Frank- 
lin Square Hosp. Internships .. 55 
PUBLIC APPOINTMENTS 55 
GENERAL PRACTICE 56 
NON-MEDICAL 56 
MISCELLANEOUS 56 


The Terms and Conditions of Service of 
Hospital Medical and Dental Staff apply to 
all N.H.S. hospital posts we advertise, unless 
otherwise stated. Canvassing disqualifies, but 
candidates may normally visit the vital 
by appointment. 
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Academic and Educational 
ROYAL COLLEGE OF PHYSICIANS OF LONDON 





GRAHAM MACGREGOR BULL, Esq., M.D., F.R.C.P., will deliver 
the GOULSTONIAN LECTURES On TUESDAY, 18TH JANUARY, and 
THURSDAY, 20TH JANUARY, 1955, at 5 P.M. at the College, Pall 
Mall East, S.W.1. 

Subject : ‘* The Ureemias.”’ 

Any member of the medical profession admitted on presenta- 
tion of card, By order of the President, 

HAROLD BoLpERO, Registrar. 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
UNIVERSITY OF LONDON 


‘THE SCIENTIFK ~—— a MEDICINE ”’ 
1954-195 
SECOND TERM : JANI ARY MARCH, 1955 
The following lectures, which are designed especially for 
research workers and specialists in training, will be delivered at 
The London School of Hygiene and Tropical Medicine, Keppet- 
street, W.C.1, on TURSDAY and THURSDAY afternoons at 5.30 P.M. 
during the second term of the session 1954-55. Admission free, 
without ticket. 
Date Lecturer Title 
January 
Thurs. 13th..Professor Sir Rupo Leu. .Medical Significance of 





PETER’, M.A., M.D., Biochemical Lesions 
D.sc., F.R.C.P., F.R.S. 
(Oxford) 

Tues. 18th ..Dr. DouGLaAs MCCLEAN,..Substances that  In- 
M.B., B.S. (Lister Insti- crease Tissue Per 
tute) meability and their 


Relation to Infection 
and Fertilisation 
Thurs. 20th. .Dr. D. G. MELROSE, B.M.,..Cooling of the Whole 
B.CH, (Postgraduate Organism 
Medical School of 
London) 
Tues. 25th ..Dr. JANET VAUGHAN,..Radiation Effects on 
0.B.E., D.M., F.R.C.P. Bone 
(Oxford) 
Thurs. 27th.. Professor C. H. Gray,..The Chemistry of the 
D.3C., M.D., M.R.C.P., Porphyrias 
F.R.LC. (King’s College 
Hospital Medical 


School) 


February 

Tues. Ist ..Dr. E. F. GALr, 8ce.p.,..Actions of Antibiotics 
F.R.S. (Cambridge ) on Bacteria 

Thurs. 3rd ..Professor P. B. Mep-..Tissue Transplantation 
AWAR, D.SC., F.R.S. Immunity 
(University College, 
London ) 

rues. 8th . Professor J. R. Squire,. .Correlation between 
M.D., F.R.C.P. (Birm- Laboratory and Clin- 
ingham ) ical Findings in 

Hypersensitivity 
Thurs. l0th..Dr. T. S. Work, p.sc.,..Protein Biosynthesis 


PH.D. (Medical Research 
Council) 


Tues. 15th ..Professor J. N. Davinp-..Nucleoproteins in Cell 
SON, M.D., D.Sc. (Glas- Structure 
gow ) 

Thurs. 17th. . Professor J. H. Gapnum,..The Effects of Alcohol 
8c.p., FR. = (Edin- 


burgh) 
Tues, 22nd .. Professor A. C. FRAZER,.. Fat Metabolism 


D.8C., PH.D., M.D., 
F.rc.e. (Birmingham ) 

Thurs. 24th..Dr. RK. A. Kekwick, b.sc...The Plasma Proteins 
(Lister Institute) 

March 

Tues. Ist ..Dr. C. H. ANDREWeEs,..The New Look in Virus 


M.D.. F.R.C.P., F.R.8. Research 
(Medical Research 
Council) 

BRITISH ASSOCIATION OF PHYSICAL MEDICINE 


A WEEKEND COURSE IN PHYSICAL MEDICINE will be held on 
29Tu and 30TH JANUARY, 1955. 
Further details can be obtained from the Honorary Sec retary 
of the Assoviation, 45, Lincoln's Inn-fields, London, W.C. 
THE NUFFIELD FOUNDATION 


FELLOWSHIPS AND SCHOLARSHIPS IN DENTISTRY 

The Nuftield Foundation invites applications, from citizens 
of the United Kingdom, for Fellowships and Scholarships in 
Dentistry. To help the advancement of teaching and research on 
dental health and disease, the Foundation is prepared to award 
a number of Fellowships : 

(i) to enable selected men and women with dental qualifica- 
tions to receive such additional training in pure and applied 
science as is desirable to fit them for an academic career in 
dentistry (but not to obtain a medical qualification), and ; 

(ii) to enable selected university graduates in medicine and 
science to receive training that will qualify them to u idertake 
teaching and fundamental research on dental health and disease. 

The Foundation is also prepared to award a limited number of 
Scholarships to assist students of outstanding ability attending a 
university dental school to devote 1 or 2 years to further studies 
of the basic sciences. 

Applications for Fellowships should be received by Ist March 
annually and for Scholarships by 30th June annually. Copies of 
the conditions of both Fellowships and Scholarships and the 
application forms are obtainable from the Director, The fee ‘ld 
Foundation, Nuffield Lodge, Regent's Park, London, N. 

FARRER-BROWN, Director of the Nuffield Sonuanaain 
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UNIVERSITY OF MANCHESTER 


DIPLOMA IN MEDICAL RADIOTHERAPY R.C.P. AND _8.ENG. 

A COURSE OF INSTRUCTION IN RADIOTHERAPY will begin at 
the Christie Hospital and — Radium Institute, Manchester, 
On MONDAY, 4TH APRIL, 1955. This will continue until the end 
of January, 1956, after which etude nts must still spend a further 
15 months working either in the Holt Radium Institute or in 
another approved hospital. Inclusive fee £52. There may be 
appointments under the National Health Service at Senior 
House Officer or Registrar level for successful candidates. 
Special consideration will be given to candidates possessing a 
higher qualification in medicine or surgery. Further information 
may be obtained from the Director, Holt Radium Institute, 
Wilmslow-road, Manchester, 20. 

Applications must be sent to the Dean of Postgraduate Medical 
Studies, University of Manchester, not later than Monday, 
2ist February, 1955. All applicants will be required to attend 
for interview. 





SYMPOSIUM 


- ON THE MODERN Aspects OF LIVER AND BILIARY 
DISEASE 


ois be held at 
THE POSTGRADUATE MEDICAL SCHOCL, Ducane-road, London 
from 28TH MARCH-—IST APRIL, 1955 





The programme will consist of lectures, demonstrations of 
biochemical, pathological and radiological techniques, pre- 
sentation of cases and question and answer discussions. It is 
limited to a maximum of 40 and will be designed for Consultants 
wishing to study recent advances in the diagnosis and manage- 
ment of liver and biliary diseases. 

Rezistration fee only (3 guineas) for incidental and social 
expenses, 

Apply before 19th March for further information and places 
to the Dean, Postgraduate Medical School, Ducane-road, 
London, W.12. : 

EDINBURGH POST-GRADUATE BOARD FOR 

MEDICINE 
GENERAL SURGERY 

A 3 months course of post-graduate surgery suitable for 
surgeons requiring a refresher course in the current outlook on 
general surgery or for graduates preparing to specialise in 
surgery, starts on 218T MARCH and 26TH SErTEMBER. 1955, 
The programme has been reorganised so as to provide coérdi- 
nated clinical and systematic instruction in gencral surgery wards 
aud specialised surgical units in Edinburgh. Fee £31 10s, 

MEDICAL SCIENCES 

4A 3 months course in applied anatomy, physiology, pathology, 
bacteriology and biochemistry will begin on 277TH JUNE, 1955. 
This course is suitable for post-graduates wishing to take the 
Primary Fellowship Examination, as a final preparation in 
these subjects. Considerable basic knowledge is highly desirable 
prior to taking this course. Fee £31 10s, 

2 courses in the Basic Sciences (anatomy, physiology, path- 
olowy, including bacteriology) will be conducted by the Fellows 
of the Royal College of Surgeons and others, under the egis 
of the Edinburgh Post-Graduate Board for Medicine, These 
courses, comprising lectures and demonstrations, will begin on 
LiTH FEBRUARY and 247TH OCTOBER, 1955, and continue for 10 
weeks. Fee £26 5s. 

INTERNAL MEDICINE 

Courses lasting 12 weeks, suitable for graduates wishing a 
refresher course, or to specialise in medicine, begin on 28TH 
Marcn and 267TH SEPTEMBER, 1955. These courses consist of 
320 bours instruction, comprising lectures. clinical demonstrations 
and ward visits Fee £31 10s. 

\dditional instruction in clinical prediatrics is arranged in 
conjunction with the conrse in medicive for which there is a 
sinall fee ; the numbers are limited. 

Applications for enrolment shouid be addressed to the Director 
of Post-Giraduate Studies, Surgeons’ Uall, Edinburgh, 8. supply- 
ing particulars of qualifications and post-craduate experience. 
BRITISH POSTGRADUATE MEDICAL FEDERATION 

AND EMPIRE RHEUMATISM COUNCIL 


DEMONSTRATIONS for Consultants on MODERN ASPECTS OF 
RHEUMATIC DISEASE will be held at The Arthur stanley Institute, 
Middiesex Hospital, and The Postgraduate Medical School, 
London, 24TH-26TH MARCH, 1955. 

The programme will include lectures, demonstrations, and 
discussions on modern methods of investigation and treatment. 

The course will be limited to 40 persons. No fees. Closing 
date for application Ist February, 1955. 

Application for places and detailed programme from the 

General Secretary, Empire Rheumatism Council, Tavistock 
House (N), Tavistock-square, W.C.1. 
MAKERERE COLLEGE. The University College of East 
arRica., Applications are invited for post of FIRST ASsIs- 
TANT IN SURGERY. Duties similar to those of a Senior 
Registrar or Registrar at a Teaching Hospital in Britain. Salary 
in seale £1254-£1950 p.a. depending on qualifications and 
experience. Temporary cost-of-living allowance 10% of basic 
salary (inaximum ates p.a.). Child allowance £59 p.a. per child 
(maximum €150 p.a. F.S.8.U. Partly furnished accommo- 
dation at rent Bh ade n £45 and £845 p.a. (including basic furni- 
ture). Free passages for member of staff and family (up to 4 
adult passages), on appointment, termination and leave (every 
2 years). Exceptionally, appointment might be offered to 
applicant prepared to spend | year only in the post. 

Applications (6 copies), giving full details of qualifications and 
experience, and naming 3 referees, to be received by 26t! 
January, 1955, by Secretary, Inter-University Council for 
Higher Education in the Colonies. 1, Gordon-square, London, 
W.C.1, from whom further particulars may be obtained. 
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L.M.S8.S.A. 
FINAL EXAMINATION : SURGERY, 
March, 12th April, 1955. MEDICINE, 
ruary, 21st March, 18th April, 1955. Mipwirery, 22nd February, 
22nd March, 19th April, 1955. MasTERY OF MIDWIFERY, May 
and November. DIPLOMA IN INDUSTRIAL HEALTH, July and 
December. 

For regulations apply REGISTRAR, Black 
Friars-lane, London, E.C.4. 
INSTITUTE OF CARDIOLOGY. 
MEDICAL FEDERATION, UNIVERSITY OF LONDON.) (Associated 
with the National Heart Hospital, Westmoreland-street, W.1.) 
Applications are invited for the post of ASSISTANT DIRECTOR 
(full-time). Salary scale corresponding to that of Reader (£1500— 
£100-—£2000) with family allowances and superannuation under 
the F.S.S.U. Duties will consist of research, teaching, and care 
of beds and an outpatient clinic. The appointment will be for 
3 years in the first instance, subject to annual confirmation, 
and may thervafter be renewed by annual reappointment. 

Further information may be obtained from the Dean at 
35, Wimpole-street, W.1, to whom applications, together with 
the names of 3 referees, should be sent not later than 30th 
January, 1955. . Pt ASN 
UNIVERSITY OF ALEXANDRIA. Faculty of Medicine. 
Applications are invited for the post of PROFESSOR OF 
DENTAL ANATOMY AND HISTOLOGY in the Dental 
School. The candidate must be a registered dental practitioner 
of standing in the profession, must have been qualified for 18 
years at least, have had teaching experience in the subject in 
a university or a recognised institute for not less than 8 years, 
must have occupied the post of Assistant Professor for at least 
5 years, and be interested in pathology and histopathology and 
have published notes on same. Preference is given to candidates 
who have published papers on dental anatomy, dental histology, 
dental pathology and dental histopathology. 

(a) Contract is for 2 years renewable. (b) Medium of lecturing 
is English. (c) Salary 1500-1700 Egyptian pounds inclusive of 
high cost of living. A total deduction due to income tax is about 
9%. (d) The University will pay travelling expenses to Egypt 
on presentation of official receipts as well as expenses of home- 
ward journey at the termination of the contract period for both 
candidate and family. (e) A vacation of 2 months is granted 
annually. 

Applications should be addressed to the Dean, Faculty of 
Medicine, University of Alexandria, Egypt, and should include 
partic ulars as to academic qualifications, experience, and pub- 
lications, together with the names of 3 referees, and should be 
received not later than 3lst January, 1955. 


Hospital Services : Senior Appointments 


NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

(1) CONSULTANT PSYCHOTHERAPIST (4 half-days a 
week), Portman Clinic, 8, Bourdon-street, W.1. Duties mainly 
concerned with adolescent and adult delinquents and social 
problem cases. Some evening sessions. Research interests and 
experience of analytic and group therapy will be an advantage. 
Clinie may be visited by direct appointment. 

ys Tim ¥ 7th February, 1955. 

(2) CHILD PSYCHIATRIST (Senior Hospital Medical 
Officer), 6 half-days a week, Child Guidanc o ‘linic, 58, Hampton- 
road, Twickenham. Clinic may be visited by appointme nt with 
\rea Medical Officer, Elmfield House, High-street, Teddington. 

Applications by 11th February, 1955. 

(3) Whole-time ASSISTANT PHYSICIAN in Physic _ 
Medicine, Medical Rehabilitation Centre, Camden-road, N.W. 
The Centre is designed for outpatient rehabilitation of the ae 
term traumatic case, and conservation of function in chronic 
disorders. Applicants should be experienced in rehabilitation. 
Salary £1500 ‘unless below age 32)-£1950. Centre may be 
visited by direct appointment. 

Applications by 9th February, 1955. 

Application forms obtainable from, and returnable to, 
Secretary, North West Metropolitan Regional Hospital Board, 
lla, Portland-place, W.1. 

SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for a superannuable post 
f ASSISTANT SENIOR MEDICAL OFFICER at a salary of 
£1550—-£75(4 )-£100(1)-£1950. The successful applicant will be 
equired to undertake duties under the direction of the Senior 
Administrative Medical Officer. Experience in general medical 
idministration is essential. 

Applications, giving particulars of qualifications and experi- 

nee, together with the names of 3 referees, should be addressed 
o the Senior Administrative Medical Officer, South East 
Metropolitan Regional Hospital Board, 11, Portland-place, 

sondon, W.1, by 3lst January, 1955. Envelopes should be 
narked ‘** A.S.M.O.”’ 

SOUTH EAST METROPOLITAN REGIONAL HOS- 
ITAL BOARD. Applications are invited to fill a vacancy for a 
‘ONSULTANT ANASTHETIST (part-time, 9 notional half- 
lays a week) at the Greenwich and Deptford Group of hospitals. 
‘andidates must have had wide experience in anssthetics and 
iold the qualification of D.A. or F.F.A.R.C.S. Applicants may 
isit the hospitals concerned. 

Apply, stating nationality, age, sex, qualifications, and 
xperience, including details of present appointment and of war 
service, together with the names and addresses of 3 referees, to 
he Secretary, Advisory Appointments Committee, South East 
Metropolitan Regional Hospital Board, 11, Portland-place, W.1, 
1ot later than 22nd January, 1955. 

SHARING CROSS HOSPITAL, W.C.2. First Assistant 
non-resident) in the Radiotherapy Department. Tenable for 1 
ear. Salary within the scale £1400—£1950 p.a. 

Further particulars and application forms (to be returned by 
2nd January, 1955) obtainable from the undersigned. 

FRANK HART, Secretary to the Board. 


14th February, 14th 
PATHOLOGY, 2ist Feb- 
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CHARING CROSS HOSPITAL, W.C.2. Part-time 
ASSISTANT SURGEON (Consultant). 4 sessions per week. 
Applicants should be General Surgeons with special training and 
experience in thoracic surgery. 

Candidates, who must be Fellows of the Royal College of 
Surgeons of England, should submit 12 copies of their applica- 
tions, stating date of birth, qualifications and experience, and 
the names of 3 referees, to reach the undersigned by 24th 
January, 1955. FRANK HART, Secretary to the Board. 


QUEEN MARY’S HOSPITAL, Roehampton, London, 
S.W.15. CONSULTANT in Pathology. Applications are invited 
for this whole-time appointment. Candidates should possess 
wide experience in all branches of pathology. The appointment 
is subject to the terms and conditions of the National Health 
Service. Further information concerning this post can be had on 
application to the Medical Superintendent. 

Applications (9 copies), stating nationality, date of birth, 
qualifications, experience, present appointment(s), and the 
names of 3 referees, should reach Ministry of Health, Hospital 
Management Branch, Norcross, Blackpool, Lancashire, by 
29th January, 1955. 

MANCHESTER REGIONAL HOSPITAL BOARD. 

(a) Maximum Part-time CONSULTANT NEUROSURGEON 
for new unit at Preston Royal Infirmary. Appointee in addition 
to organise head injury service in northern part of Region and 
to undertake psycho-surgery at 2 large mental hospitals. Must 
live near Preston. Wide experience essential. 24th January, 1955. 

(b) Additional maximum Part-time CONSULTANT 
THORACIC SURGEON to serve northern part of Region 
based on Victoria Hospital, Rlackpool (Non-tuberculous and 
Cardiac Unit), High Carley Sanatorium, near Ulverston, and 


Wrightington Hospital (tuberculous), near Wigan. Wide 
experience essential. Must reside within reasonable distance of 
Blackpool. 27th January, 1955. 


Application forms from the Senior Administrative Medical 

Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by dates stated. 
OXFORD. THE UNITED OXFORD HOSPITALS. The 
RADCLIFFE. INFIRMARY. Applications are invited for the post of 
CONSULTANT. in the Department of Pathology. The successful 
applicant will have the duties of Assistant Pathologist in the 
Department of Morbid Anatomy. The post is full-time and 
candidates must hold a higher medical ‘qualification. 

Applications (12 copies), stating age, qualifications and 
experience. with the names of 3 referees, should be addressed to 
the undersigned, from whom further particulars can be obtained, 
to reach him by 22nd ee oe 1955. 

BURROUGH, Administrator. 

The Radcliffe Infirmary, Oxtera. 

SHEFFIELD REGIONAL HOSPITAL BOARD. Maximum 
Part-time CONSULTANT RADIOLOGIST required for approxi- 
mately 7 notional half-days per week for the Chesterfield Group 
and 2 per week for the Mansfield Group of hospitals. 

Further details and application form from Senior Adminis- 

trative Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield. Forms to be returned by 5th February, 
1955. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of Whole- 
time ASSISTANT CHEST PHYSICIAN for duties in the 
Thoracic Surgery Unit at Mearnskirk Hospital, Renfrewshire. 
Salary (at age 32 and over) on the scale £1500—€50—-£€1950. 
This appointment is subject to the National Health Service 
(Scotland) superannuation regulations. 

Applications (16 copies), stating date of birth, qualifications, 

experience, present agpetintene nt, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, not later than 30 days after the 
publication of this advertisement. 
SCUTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applic —s are invited for the appointment of Whole- 
time ASSISTANT PATHOLOGIST based at the Royal Infir- 
mary, Glasgow, for Ttioe at Law Hospital, Lanarkshire. Salary 
(at age 32 and over) on the scale £1500—£50-£1950. This appoint- 
ment is subject to the National Health Service (Scotland) super- 
annuation regulations. 

Applications (16 copies), stating date of birth, qualifications, 

experience, present appeintment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, not later than 30 days after the 
publication of this advertisement. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of Whole- 
time ASSISTANT ANASSTHETIST based at the Royal Infir- 
mary, Greenock. Salary (at age 32 and over) on the scale 
£1500—-£50-£1950. This appointment is subject to the National 
Health Service (Scotland) superannuation regulations. 

Applic ations (16 copies), stating date of birth, qualifications, 

experience, present appointment, and the names of 3 referees, 
to reach the Se cretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, not later than 30 days after the 
publication of this advertisement. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of ASSIS- 
TANT ANASSTHETIST at the Western Infirmary, Glasgow, 
and Associated Hospitals, and the Royal Hospital for Sick 
Children, Glasgow. The appointment may also include duties in 
Dunbartonshire. The appointment is part-time remunerated on 
the basis of 8 notional half-days per week. Salary (at age 32 and 
over) on the scale £1500-£50—£1950. This appointment is subject 
to the National Health Service (Scotland) superannuation 
regulations. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, not later than 30 days after the 
publication of this advertisement. 
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SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applic ations are invited for the appointment of Whole- 
time ASSISTAN CHEST PHYSICIAN for duties in the 
Thoracic Surgery Unit and in the Pulmonary Tuberculosis 
Wards at Hawkhead Infectious. Diseases Hospital, Paisley. 
Salary (at age 32 and over) on the scale £1500—-£50-£1950. This 
appointment is subject to the National Health Service (Scotland ) 
superannuation regulations. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appgintment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, not later than 30 days after the 
publication of this advertisement. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited to fill a vacancy for a 
CONSULTANT ANA®STHETIST to the Dartford, Kent, 
Group of hospitals. Choice of whole-time service or the maximum 
number of part-time sessions will be offered. Candidates must 
have had wide experience in Ansesthetics and hold the qualifica- 
tion of D.A. or F.F.A.R.C.S. Applicants may visit the hospitals 
concerned. 

Apply, stating nationality, age, sex, qualifications, and 
experience, including details of present appointment and of war 
service, together with the names and addresses of 3 referees, to 
the Secretary, Advisory Appointments Committee, South East 
Metropolitan Regional Hospital Board, 11, Portland-place, W.1, 
not later than 22nd January, 1955. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the whole-time 
appointment of CONSULTANT in Diseases of the Chest to the 
Hastings Group of hospitals. The appointment wil] carry the 
clinical charge and medical superintendence of Darvell Hall 
Sanatorium, Robertsbridge, which provides 120 Beds for male 
and female tuberculous patients. Candidates should have had 
wide experience in general medicine and in diseases of the chest 
and the possession of a Diploma of Membership of a Royal 
College of Physicians is essential. A house will be available. 
Candidates may visit the Hospital concerned. 

Apply, stating nationality, age, sex, qualifications, and 
experience, including details ot present appointment and oft war 
service, together with the names and addresses of 3 referees, to 
the Secretary, Advisory Appointments Committee, South Kast 
Metropolitan Regional Hospital Board, 11, Portland-place, W.1, 
not later than 22nd January, 1955. 
WELSh REGIONAL HUSP: TAL BOARD. Consultant 
ANASSTHETIST to serve Glantawe Hospital Management 
Committee. Based at Llanelly Hospital. Successful candidate 
required to, reside in Lianelly area. Candidate should possess 
F.F.A.R.C. Optional whole-time or maximum part-time 
appointme a. 

Applications (12 copies) to Senior Administrative Medical 
Officer, Temple of Peace, Cathays Park, Cardiff, within 21 days. 
CANADA. ST. JOSEPH’S HOSPITAL, Chath 
ONTARIO, CANADA. Position vacant-—-MEDICAL DIREC TOR 
of Pathological Laboratory wanted (160 beds). Monthly salary 
on percentage basis. 

If interested please apply for particulars and submit credentials 
to Administrator. —_ 
NEW ZEALAND. WAIKATO HOSPITAL BOARD, 
HAMILTON, NEW ZEALAND. Applications are invited from 
qualified medical practitioners of the British Empire, possessing 
a Diploma in Jiagnostic Radiology, for the position of 
ASSISTANT RADIOLOGIST. Salary in accordance with the 
hospital employment regulations and within the range of 
£NZ1353-£NZ1653 p.a. for a Junior Specialist and €NZ1753- 
#£NZ2253 p.a. for a Senior Specialist. Conditions of appointment, 
accompanying explanatory memorandum and form of applica- 
tion obtainable from the High Commissioner for New Zealand, 
415, Strand, London, W.C.2, quoting reference No. 3/6/19 
and mentioning this journal. 

Completed applications close in New Zealand on 11th March, 
1955, and must reach the High Commissioner’s Office, London, 
not later than 25th February, 1955. 


Hospital Services : Junior Appointments 


CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER (pre-registration), required in 
Orthopedic Department. Appointment for 6 months from 








16th February, 1955. 
Applic ations, with 2 testimonials, to Medical Director by 
15th January, 1955. 


GREENWICH AND DEPTFORD AND SEAMEN’S 
HOSPITAL GROUPS. SENIOK HOUSE OFFICER in Pathology 
required for duties in the above Groups. Resident on premises 
or in immediate neighbourhood. Tenable for not less than 1 year. 

Applications, stating age, qualifications and previous experi- 
ence, with names of 2 referees, on or before 15th January to 
the undersigned, who will supply further particulars and make 
appointments for candidates to visit laboratories. 

A. LYON, Secretary. 
Dreadnought Seamen’s Rote eects h, 8. E. 10 
(Tel. GRE 3433). 

HOSPITAL FOR WUMEN, Sone ravara w.1. (Affiliated 
to the Middlesex Hospital.) Applications are invited for a full- 
time post of RESIDENT SENIOR GYNASCOLOGICAL 
HOUSE OFFICER, vacant on Ist April, 1955. Appointment is 
for 6 months but the holder can apply for an extension of 6 
months. Salary in accordance with the terms laid down for 
medical and dental staffs, less a deduction of £125 p.a. for 
residential emoluments. The appointment is recognised for the 
M.R.C.O.G. examination. 

Applications, stating age, nationality, qualifications, and 
experience, supported by the names and addresses of 2 referees, 
must reach the undersigned not later than Wednesday, 19th 
January. D. C. EMERY, Secretary. 
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EASTMAN DENTAL HOSPITAL AND INSTITUTE OF 
DENTAL SURGERY (UNIVERSITY OF LONDON), Gray’s Inn-road, 
W.C.1. Applications are invited for the appointment of ANAtS- 
THETIST in the grade of Registrar from Ist April, 1955. 

Application forms are obtainable from the Director, to whom 
the y should be returned by 7th February, 1955. 


ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Applica- 
tions are invited from pre-registration and registered Women 
medical practitioners for the post of OBSTETRIC HOUSE 
SURGEON (recognised for the M.R.C.O.G.). Duties to com- 
mence Ist March, 1955. Appointment for 6 months. Salary in 
accordance with Ministry of Health scale for House Officers. 

Applications, with copies of 3 recent testimonials, to be sent 
to the Secretary, Elizabeth Garrett Anderson Hospital, by 
12th January, 1955. 
HACKNEY HOSPITAL, London, E.9. (842 Beds.) 
OBSTETRIC HOUSE SURGEONS required as under :— 

(a) From 17th February (pre-registration). 

(b) From Ist April (not UY -re istration ). 
Posts recognised for M.R.C. 

Apply Group Secretary, r+ camel address by 19th January. 


HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12 

NON-RESIDENT CASUALTY OFFICER (Senior House 
Officer grading) required for 6 months commencing Ist March. 

RESIDENT HOUSE SURGEON (radiotherapy) required 
Ist March. This post offers opportunities for attending the general 
surgical postgraduate teaching. 

Applications, stating age, qualifications, experience, copies of 
2 recent testimonials, to Secretary, Board of Governors, by 
17th January. 
LAMBETH HOSPITAL, Kennington, 8.E.11. Applica- 
tions are invited from pre-registration and registered medical 
practitioners for the position of RESIDENT HOUSE PHYSI- 
CIAN, vacant on Ist February, 1955. 

Application forms from the Physician-Superintendent at 
the Hospital (enclosing stamped addressed envelope). 


LONDON CHEST HOSPITAL. Hospitals for Diseases of 
THE CHEST. Applications are invited for the post of JUNIOR 
HOSPITAL MEDICAL OFFICER in the Tuberculosis Dis- 
pensary at the Hospital. Experience in diagnosis and treatment 
of tuberculosis essential. 

Applications, stating age, qualifications with dates, and 
previous appointments held with copies of 3 testimonials, should 
be sent to the undersigned by 22nd January, 1955. 

THOMAS Brown, House Governor. 

Londe~ Chest Hospital, £.2. 


LONDON JEWISH HOSPITAL, (Stepney Green, London, 
E.1. (130 Beds.) HOUSE PHY SIC ‘IAN (pre-registration or 
first, second, or third) required for 6 months commencing 
3rd February, 1955. 

Applications, with copies of testimonials, 
Hospital Secretary. 
MARIE CURIE HOSPITAL, 66, Fitzjohn’s-avenue, 
Hampstead, N.W.3. Applications are invited from registered 
medical practitioners for the post of GYNASCOLOGICAL 
HOUSE SURGEON (radiotherapy). Vacant 15th January, 1955. 

Applications, with copies of testimonials, to the Medical 
Director. 
MIDDLESEX HOSPITAL, W.1. Applications invited for 
post of REGISTRAR (Accident Officer) in the Orthopedic 
Department. Appointment for 1 year at the Middlesex Hospital 
and a second year at the Luton and Dunstable Hospital under 
= - ore of the North West Metropolitan Regional Hospital 
3oard. 

Forms of application obtainable from the Deputy Superin- 
tendent should be returned, naming 2 referees, by 19th January. 


MIDDLESEX HOSPITAL, w.1. Applications invited for 
post of Locum REGISTRAR in Department of X-ray Diagnosis 
for period ending 28th February. 

Applications should be submitted to Deputy Superintendent 
as soon as possible. 

MILE END HOSPITAL, Bancroft-road, E.1. (475 Beds.) 
HOUSE SURGEON (pre-registraticn, or first, second, or third). 
Required for duty on Ist February, 1955. 

Application forms obtainable from Physician-Superintendent, 

to be returned by 19th January, with copies of not more than 
3 testimonials. 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of ASSISTANT HOUSE PHYSICIAN 
(non-resident) at The National Hospital, Queen-square, W.C.1. 
This post carries the grade of Senior House Officer. The appoint- 
ment will be for 6 months. 

Applications, with names of 3 referees, to be sent to the 

undersigned not later than 22nd January, 1955. 
EWART MITCHELL, Secretary. 

The National Hospital, Queen-square, W.C.1. 


PRINCESS BEATRICE HOSPITAL, Earls Court, S.W.5. 
Applications are invited from registere a medical —_ 
for the post of HOUSE PHYSICIAN (Junior grade), vacancy 
Ist February. 
Applications, stating age and qualifications, with 3 testimon 
ials, to the House Governor before 18th January. 


QUEEN ELIZABETH HOSPITAL FOR CHILDREN 
MANAGEMENT COMMITTEE, Hackney-road, E.2, Shadwell, E.1, 
and BANSTEAD WOOD, SURREY. HOU SE OFFICER. ° This 
appointment will be made for 2 periods of 6 months commencing 
Ist. March, 1955. First appointment as House Physician and 
second as House Surgeon and Casualty Officer. 

Application forms may be obtained from the Secretary at 
Hackney-road and should be returned with copies “ _ more 
than 3 testimonials on or before 17th January, 1955 
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QUEEN ELIZABETH HOSPITAL FOR CHILDREN 
MANAGEMENT COMMITTEE, Hackney-road, E.2, Shadwell, E.1, 
and BANSTEAD WOOD, SURREY. Applications are invited for the 
appointment of RESIDENT MEDICAL OFFICER (Male or 
Female), graded Senior House Officer, at Banstead Wood, to 
become vacant Ist March, 1955. Candidates must have had 
experience in the treatment of sick children. The appointment 
will be for 1 year. 

Application forms may be obtained from the Secretary at 
Hackney-road and should be returned with copies of not more 
than 3 testimonials not later than 17th January, 1955. 


QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, Landon, E.15. HOUSE SURGEON (Male or Female ; 
pre-registration ; first or second post) for 6 months commencing 
llth February, 1955. 

Applications, with copies of testimonials, to Group Secretary, 
West Ham Group Hospital Management Committee, Stratford, 
London, E.15, by 15th January, 1955. 


ROYAL MARSDEN HOSPITAL, Fulham-road, London, 
S.W.3. Applications are invited from registered medical 
practitioners for the 2 posts of HOUSE SURGEON (resident). 
Salary £525 p.a. The posts are tenable for 6 months from 13th 
February. 

Forms of application are obtainable from the House Governor, 
to whom applications, together with copies of 3 recent testi- 
monials, should be sent not later than Friday, 14th January. 


ROYAL MASONIC HOSPITAL, Ravenscourt Park, W.6. 
RESIDENT SURGICAL REGISTRAR vacancy on 28th 
February, 1955. Gross salary £850 (residential emoluments of 
£130 deductible). 

Please state age, qualifications, past and present appointments, 
and include 2 recent testimonials and the names of 2 referees. 
Applications should reach the Secretary and House Governor 
(from whom further information may be obtained) on or before 
17th January, 1955. 


ROYAL nla Snes THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1. 
RESIDENT “HOUSE SURGEON  (post-registration post). 
Applications are invited for a 6-months appointment as from 
ist February, 1955, with salary and conditions as laid down for 
House Officers in the terms and conditions of service in the 
National Health Service. 

Applications, stating age, qualifications, full details of previous 
experience (particularly in this specialty), with copies of 1-3 
recent testimonials, should be sent to the House Governor 
immediately. a 
ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 
PITAL AND THE INSTITUTE OF LARYNGOLOGY AND OTOLOGY, 
Gray’s Inn-road, W.C.1, and Golden-square, W.1. Applications 
are invited for a post of REGISTRAR. Considerable clinical 
experience in general surgery and in this specialty is required. 
The appointment will be in accordance with the terms and 
conditions of service in the National Health Service. 

Applications, giving full information and the names of 2 
referees, should be sent to the House Governor without delay. 


ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 
PITAL AND INSTITUTE OF LARYNGOLOGY AND OTOLOGY, Gray's 
Inn-road, W.C.1, and Golden-square, W.1. Applications are 
invited for a post of SENIOR REGISTRAR with effect from 
Ist March, 1955. The appointment will be for an initial period 
of 1 year, subject to annual re-election thereafter up to the 
maximum permissible term in this grade and otherwise in 
accordance with the terms and conditions of service in the 
National Health Service. Applicants must have had con- 
siderable experience in general surgery and in this specialty and 
hold a higher surgical qualification. 

Applications should give full information as to qualifications 
and experience, and the names of 2 referees, and should be sent, 
in duplicate, to the House Governor before 30th January. 


ROYAL NORTHERN HOSPITAL, Holloway, London, N.7. 
Applications = invited for the post of SECOND RESIDENT 
ANAESTHETIST (Senior House Officer grade), vacant mid- 
February, 1938. Appointment recognised for D.A. 

Applications to be sent to the Hospital Secretary by 21st 
January, 1955. ‘ 
ROYAL NORTHERN HOSPITAL, Holloway, N.7. (279 
Beds.) NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
RESIDENT OBSTETRIC AND GYNZCOLOGICAL REGIS- 
rRAR required at above Hospital, vacant Ist April, 1955. 
M.R.C.0.G. desirable. Candidates may visit the Hospital by 
direct appointment. 

Application forms obtainable 

Secretary, Royal Northern Hospital, 
January, 1955. 
SOUTH EAST REGIONAL THORACIC SURGERY 
untT. (46 Beds.) BROOK GENERAL HOSPITAL, Shooters Hill- 
road, S.E.18. SENIOR HOUSE OFFICER. 2 posts vacant 
mid-January, recognised for F.R.C.S. 6 months appointments 
and may be renewed for a further period. The Unit treats all 
types of chest diseases and offers opportunity for comprehensive 
training in thoracic surgery. 

Apply to Group Secretary, Memorial Hospital, 
S.E.18 
ST. MARY’S HOSPITAL, W.2. Applications are invited 
from suitably qualified practitioners for the post of Whole-time 
SENIOR REGISTRAR in the Department for Nervous Diseases ; 
preference will be given to candidates having some experience 
f this specialty. The appointment is for a first period of 12 
months subject to annual re-election ; the successful candidate 
will be required to commence duties as soon as possible. 

Applications, stating nationality, date of birth, permanent 
vddress, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with names and addresses of 3 referees, should reach ALAN 
PowpitTcu, House Governor, by 26th January, 1955. 





from, and returnable to, 
London, N.7, by 18th 


Woolwich, 





ST. BARTHOLOMEW’'S HOSPITAL, E.C.1. Applications 
are invited for the post of MEDICAL OFFICER in charge of the 
Follow-up Department. The duties will consist of coérdinating 
a record of the work on cancer treated in the Hospital, and to 
carry out such research work as may be approved by the 
Governors. Candidates should have held a clinical appointment 
of Registrar status. The appointment will be on the part-time 
basis of 6 sessions per week, and the salary will be related to the 
full-time scale of £1100—£100-£1400. The appointment will be 
made for 1 vear in the first instance. 

Applications, together with the names of 2 referees, should be 
submitted to the undersigned within 10 days from the appearance 
of this advertisement. 

Cc. C, Carus-WILson, Clerk to the Governors. 


ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.10. 
Applications are invited for the post of HOUSE PHYSICIAN 
(general), pre-registration, commencing Ist February. 

Applications, stating age, qualifications, experience, together 
with names and addresses of 2 referees, to be forwarded to 
Hospital Secretary immediately. 
ST. PETER’S, ST. PAUL’S AND ST. PHILIP’S HOS- 
PITALS, W.C.2. RESIDENT SURGICAL OFFICER (Senior 
ee grade), required for St. Peter’s Hospital on Ist April, 
1955. Applications invited from Male candidates on the British 
register who have completed their training in general surgery. 
Appointment for 6 months, with opportunity for a further 
6 months if recommended. Candidates should be prepared to 
spend 1 year at the Hospital if required. 

Applications (12 copies), with 12 copies of 3 recent testi- 
monials, should reach the House Governor, St. Peter’s Hospital, 
Henrietta-street, W.C.2, by 5th February, 1955. 


THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1._ There will be a vacancy for a HOUSE 
PHYSICIAN (Senior House Officer) to the Neurologic al and 
Neurosurgical Department on Ist April, 1955. 

Further particulars and form of application, which must be 
returned not later than Monday, 3ist January, 1955, may be 
obtained from the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 


THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be vac ancies for the following 
Senior House Officers :— : 

2 HOUSE PHYSICIANS on 15th April, 1955. 

1 HOUSE SURGEON on 15th April, 1955. 

Further particulars and form of application, which must 
be returned not later than 3lst January, 1955, are obtainable 
from the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 
THORPE COOMBE MATERNITY HOSPITAL, Wal- 
thamstow, E.17. (54 Beds.) Applications are invited from 
medical Women for the post of JUNIOR OBSTETRIC 
OFFICER (graded House Officer), vacant 28th February, 1955. 
The Hospital is recognised by the Royal College of Obstetricians 
and Gynecologists. 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to the Secretary, Hospital 
Management Committee, Forest Group, Langthorne- road, E.11 


UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
W.C.1. Applications are invited for the post of REGISTRAR 
in the Dermatologic: al Department. 

Applications, with names of 2 referees, to Administrator and 
Secretary by 19th January, 1955. 
UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
W.C.1. Applications are invited for the post of SENIOR 
RE GIST R RR in the Radiotherapy Department. 

Applications, with names of 2 referees, to Administrator and 
Secretary by 19th January, 1955. 
UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
W.C.1. Applications are invited for the post of SENIOR HOUSE 
OFFICER (non-resident) to the Anesthetic Department from 
Ist March, 1955. 

Applications, with names of 2 referees, to the Administrator 
and Secretary by 19th January, “195 05. 
WEST END HOSPITAL FOR NEUROLOGY AND 
NEUROSURGERY, 91, Dean-street, W.1. Applications are 
invited for the full-time non-resident post of REGISTRAR 
(neurology). Post tenable for 1 year in first instance and 
renewable subject to review. Duties include assisting the 
Physicians in both the Inpatient and Outpatient Departments, 
acting as senior member of the Junier Medical staff, and super- 
vising the House Physicians (Senior House Officers). 

Application forms obtainable from, and returnable to, Secre- 
tary to Committee, Paddington General Hospital, Harrow-road, 
W.9, by 22nd January, 1955. 
WHIPPS CROSS HOSPITAL, London, E.11. Leytonstone 
(NO. 10) HOSPITAL GROUP. Applications are invited for the post 
of HOUSE PHYSICIAN at above Hospital, which is now vacant. 

Application forms from the Hospital Secretary to be returned 
within 10 days of the appearance of this advertisement. 


VILLESDEN GENERAL HOSPITAL, Harlesden-road, 
N.W.10. NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. RESIDENT SURGICAL REGISTRAR required at the 
above Hospital. Post is recognised for surgical training for 
Final Fellowship examination. Post vacant 22nd January, 1955. 
Application forms obtainable from, and A... to, Group 
Secretary, Central Middlesex Group Hospital Manageme nt 
Committee, Acton-lane, N.W.10, by 19th January, 1955. 


WOOLWICH GROUP HOSPITAL MANAGEMENT Com- 
MITTEE. SENIOR HOUSE OFFICER (anesthetics). 2 posts 
vacant 2lst February at Memorial Hospital, Woolwich, one 
at St. Nicholas Hospital, Plumstead. Recognised for F.F.A.R.C.S. 
and D.A. 6 months appointments and may then be renewed. 
Salary £745 p.a., less £150 p.a. for residence. 

Apply to Group Secretary, Memorial Hospital, Woolwich, S.E.18. 
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ABERDARE GENERAL HOSPITAL, Aberdare. (102 
Beds. ) MERTHYR AND ABERDARE HOSPITAL MANAGEMENT 
COMMITTEE. RESIDENT SENIOR HOUSE OFFICER. 
Vacancy Ist February, 1955. Duties include those in general 
surgery, general medicine, gynecology, obstetrics, and pediatrics 
Salary £745 p.a., less emoluments. 

Applications, ‘stating age, qualifications, &c., together with 

copies of 2 recent testimonie ils, to Group Secretary, Merthyr and 
Aberdare Hospital Management Committee, st. Tydfil’s Hospital, 
Merthyr Tydfil. 
ASCOT. HEATHERWOOD ORTHOPADIC HOSPITAL. 
(212 Beds—Adults and Children.) ORTHOPAEDIC REGIS- 
TRAR (resident) required at above Hospital. Hospital a regional 
centre for all general orthopedic conditions, including fractures ; 
there is also a large amount of outpatient work. Post recognised 
for F.R.C.3. Candidates may visit Hospital by direct appoint- 
ment. 

Application forms obtainable from, and returnable to, Group 
Secretary, Windsor Group Hospital Management Committee, 
Alma-road, Windsor, by 23rd January. 


ASHFORD HOSPITAL, Ashford, Middlesex. Staines 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, RESI- 
DENT HOUSE OFFICER (Male) for Special Departments 
(E.N.T., peediatrics, ophthalmology, &c.). 6 months appoint- 
ment, vacant Ist March, 1955, or earlier. 

Applications, stating age, qualifications, and experience, with 
copies of up to 3 recent testimonials, to Medical Director of 
Hospital. 

ASHFORD HOSPITAL, Ashford, Middlesex. Staines 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Kequired, 2 RESI- 
DENT HOUSE SURGEONS (Male) for general surgical duties. 
6 months appointments : (1) vacant on Ist March, 1955 ; (2) on 
8th March, 1955. Preference given to pre-registration candidates. 

Applications, stating age, qualifications, and experience, with 
copies of up to 3 recent testimonials, to Medical Director of 
Hospital. 

ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. MANCHESTER REGIONAL HOSPITAL BOARD. 

SENIOR HOUSE OFFICER (or REGISTRAR if suitably 

qualified) in General Medicine required. 

SENIOR HOUSE OFFICER (general surgery) required. 

SENIOR HOUSE OFFICER ae and gynecology) 

required. Recognised for M.R.C.O 

Apply, stating age, nationality, panes ations and experience, 
with copies of 2 references, to Group Secretary, Ashton-under- 
Lyne General Hospital, Ashton-under-Lyne, Lancs. 


BATH. ST. MARTIN’S HOSPITAL. Applicaticns are 
invited from medical practitioners for the post of HOUSE 
SURGEON at above Hospital. The post is recognised for 
pre-registration purposes and under F.R.C.S. regulations. 

Applications, stating age, qualifications and experience with 
3 testimonials, should be forwarded to Group Secretary, Bath 
Hospital Management Committee, Manor Hospital, Bath, by 
13th January, 1955. 

BIRMINGHAM REGIONAL HOSPITAL BOARD. 
Stoke-on-Trent Hospital Management Committee, 
Princes-road, Hartshill, Stoke-on-Trent 

(a) REGISTRAR in Pathology for City General Hospital 
(845 Beds). Resident. Laboratory recognised for Diploma in 
Pathology. Excellent experience in specialty available. 

(6) Whole-time REGISTRAR in Thoracic Surgery for Stoke- 
on-Trent Group of hospitals. Duties at Cheshire Joint Sana- 
torium (305 Beds) and North Staffordshire Royal Infirmary 
(475 Beds). Experience general surgery essential, higher surgical 
qualification an advantage 

Application form from Group Secretary, to be returned before 
24th January, 1955. Candidates may visit hospitals. 


BIRMINGHAM (SANATORIA) GROUP HOSPITAL 
MANAGEMENT COMMITTEE. YARDLEY GREEN HOSPITAL— 
THORACIC SURGICAL UNIT. Applications are invited for the post 
of SENIOR HOUSE OFFICER or HOUSE OFFICER according 
to experience. The appointment will give broad opportunities 
for experience in both tuberculous and non-tuberculous thoracic 
surgery. 

Applications, stating age, qualifications, training and 
experience, together with copies of 3 recent testimonials, 
should be addressed to the Secretary, Yardley Green Hospital, 
Birmingham, 9. 

BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS, The following resident appointments are available for 
the 6-months period commencing 7th January, 1955. Recognised 
for pre-registraticu students but registered medical practitioners 
may apply. 
The Queen Elizabeth Hospital 
HOUSE SURGEON to the Neurosurgical Department. 
HOUSE SURGEON to the E.N.T. Department. 
The General Hospital 

HOUSE SURGEON to the Gregectesiaes Department. 

HOUSE SURGEON to the E.N.T. Department. 

Forms of application may be obtained from the undersigned. 

G. A. PHALP, 
Secretary and Principal Administrative Officer 
The United Birmingham Hospitals. 

Queen Elizabeth Hospital, Birmingham, 15. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. TINK CHILDREN’S HOSPITAL. Applications are invited 
for the post of RESIDENT SURGICAL OFFICER (Registrar), 
vacant on Ist February, 1955, for 1 year. Candidates should 
have held house appointments and had surgical experience. 
Preference will be given to applicants who hold a higher quali- 
fication. Deduction of £150 from salary for residential emolu- 
ments. 

Forms of application may be obtained from the House 
Governor, The Children’s Hospital, Ladywood-road, Birming- 
ham, 16, and —_ be returned not later than 24th January. 
1955. G. A. PHALP, Secretary to the Board of Governors. 
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BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. QUEEN ELIZABETH HOSPITAL. Applications are invited 
for the post of NON-RESIDENT REGISTRAR in Neurosurgery 
(Registrar grade). Candidates must be registered medical 
practitioners and have held a resident appointment. Previous 
experience in neurosurgery will be an advantage, and preference 
given to those holding a higher surgical qualification. 

Application forms may be obtained from the Secretary. 
United Birmingham Hospitals, Queen Elizabeth Hospital. 
Birmingham, 15, and should be returned to him as soon as 
possible. 

BIRMINGHAM, 9. LITTLE BROMWICH HOSPITAL. 

SENIOR HOU ‘SE OFFICER in Infectious Diseases. The 
Hospital serves a wide area and gives excellent opportunities 
for study of infectious diseases. Part of the Hospital is being 
developed as a general hospital, where further experience can 
be gained. 

JUNIOR HOSPITAL MEDICAL OFFICER for Infectious 
Diseases. Post vacant Ist February, 1955. Previous experience 
in infectious diseases desirable. 

Applications to Physician-Superintendent. 

BISHOP AUCKLAND. THE GENERAL HOSPITAL. 
(350 Beds.) SOUTH WEST DURHAM HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from registered practi- 
tioners or pre-registration candidates for the post of HOUSE 
SURGEON (general surgery—72 Beds). Vacant mid-January, 
1955. 

Apply, naming 2 referees, to— 

G LuxForD, Esq., Secretary/Finance Officer. 

The General Hospital. Bishop Auckland. 

BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
appointment of REGISTRAR in Orthopedic Surgery at the 
Royal Victoria Hospital, Boscombe, Bournemouth, consisting 
of 494 Beds which includes 64 orthopedic beds. There is a large 
Outpatient Department covering both traumatic and non- 
traumatic orthopedics in all branches in children and adults. 
The post is non-resident and is tenable for 2 years in the first 
instance. 

Forms of application obtainable from the Group Secretary, 

Hospital Management Committee Office, Royal Victoria Hos- 
pital. Gloucester-road, Boscombe, should be returned to him, 
duly completed, within 8 days of the appearance of this 
advertisement. 
BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
appointment of HOUSE PHYSICIAN (non-pre-registration ). 
The post becomes vacant on 15th March, 1955, and is for duties 
at Alderney Hospital, Parkstone, and Poole General Hospital. 
Resident at Alderney Hospital. 

Applications to the Hospital Secretary, Poole General Hospital, 

Longfleet-road, Poole. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road. (494 Beds.) BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE. wT are invited 
for the appointment of SENIOR HOUSE OFFICER (non- 
resident), orthopredic and casualty combined. The post, which 
becomes vacant on 2nd February, 1955, is recognised for the 
F.R.C.S. examination and is tenable for 12 months. 

Applic ations to the Deputy Hospital Secretary. 


BRADFORD. ROYAL EYE AND EAR HOSPITAL. 
HOUSE SURGEON (ophthalmology), vacant now. Recognised 
for D.O.M.S. and F.R.C.S. Salary according to Whitley Council 
(M.D.B.) rates. 

Applications, stating age, nationality, qualifications and 
experience, with copy testimonials, to Secretary, Bradford Royal 
Infirmary. as 
BRIGHTON AND LEWES HOSPITAL MANAGEMENT 
COMMITTEE GROUP OF HOSPITALS. HOUSE SURGEON required 
in the E.N.T. Department of the above Group, vacant in March. 
Recognised for F.R.C.8. and D.L.O 

Applications, with details of experience, age, and qualifications, 

and naming 2 referees, to be sent to the Administrative Officer, 
Royal Sussex County Hospital, Brighton, 7. 
BRISTOL. COSSHAM FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE. FRENCHAY HOSPITAL. (513 staffed 
beds, expanding. ) eeocn. are invited for the post of 
SENIOR HOUSE OFFICER in the Regional Neurosurgery 
Department. Vacant shortly. This post offers useful surgical 
experience and the opportunity of gaining a working knowledge 
of neurological diagnosis. 

Applications, quoting 2 referees, to the Secretary, Frenchay 
Hospital, quoting N.s.F 
BRISTOL. COSSHAM FRENCHAY HOSPITAL MAN- 
AGEMENT COMMITTEE. SENIOR HOUSE OFFICER in Pathology 
required Ist March, 1955, at Frenchay Hospital (513 Beds— 
General Medicine, General Surgery and Thoracic, Neurosurgical 
and Plastic Units for the Sonth West). Post may be resident or 
non-resident but residence essential when on call. It provides 
training in all branches of clinical pathology and laboratory 
is recognised for Diploma in Pathology. Some duties in connec- 
tion with the Regional Blood Transfusion Service. 

Detailed applications, quoting 2 referees, should reach the 

Group Secretary, Frenchay Hospital, Bristol, by 22nd January, 
1955. 
BROMLEY HOSPITAL, Bromiey, Kent. Officer-in- 
CHARGE Casualty Department (Senior House Officer) required 
for 6 months from 3lst January, 1955. Recognised by Royal 
College of Surgeons. Salary £745 p.a., less £150 p.a. board- 
residence. 

Apply, stating age, qualifications with dates, previous experi- 
ence, and naming 3 referees, to Administrative Officer. 
BURTON-ON-TRENT GENERAL INFIRMARY. Resi- 
DENT ANASTHETIST (Junior Hospital Medica) Officer). 
Non-resident considered. Recognised for the F.F.A.R.C.S. 

Applications to Group Secretary. 
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BLACKPOOL. VICTORIA HOSPITAL. (344 Beds.) 
HOUSE SURGEON (casualty and orthopedics), vacant 2nd 
March, 1955. Recognised for 6 months casualty training for 
Final F.R.C.S. examination and for Pre-registration Service. 
Main duties in the Casualty and Orthopedic Departments. This 
is a busy general hospital with a large Outpatient De partment 
and the post provides excellent opportunities for gaining 
experience. 

Application, with references, to the Hospital Secretary. 
BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. BURY GENERAL HOSPITAL. CLINICAL PATHO- 
LOGIST (Senior House Officer grade). Resident or non-resident, 
with duties mainly at Bury General Hospital. The post affords 
opportunities for gaining experience in all branches of pathology. 

Apply, stating nationality, qualifications, &c., and names 
of 2 referees, to H. WILKINSON, Esq., Group Secretary. 

Bury General Hospital. Bury, Lanes. 


BURY ST. EDMUNDS. WEST SUFFOLK GENERAL 
HOSPITAL. (285 Beds.) EAST ANGLIAN REGIONAL HOSPITAL 
BOARD. ANAESTHETIC REGISTRAR. Post recognised for 
D.A. and provides wide experience. A furnished flat is available 
outside the Hospital. Appointment for 1 year, renewable for 
second year. 

Applications, stating age. experience, and names of 3 referees, 
to Secretary of Board, 117, Chesterton-road, Cambridge, by 
24th January, 1955. Candidates invited to visit Hospital by 
direct arrangement with Hospital Management Committee 
Secretary at the Hospital. 

CAMBRIDGE. ADDENBROOKE’S HOSPITAL. 
SURGEON for 6 months from 28th February, 1955. 
Pre-registration Service. 

Apply, stating age, nationality, qualifications and experience 
with dates, and copies of 3 testimonials, to the Secretary by 
22nd January. 1955. Interviews Ist Febrvary, 195). 
CAMBRIDGE. ADDENBROOKE’S HOSPITAL. 
OFFICER (E.N.T. Department) for 6 months from 25th 
January. Recognised Pre-registration Service (surgical). 

Apply, stating age, nationality, qualifications, and experience 
with dates, and copies of 3 testimonials, to the Secretary as soon 
as possible. ; : 
CARLISLE. CUMBERLAND INFIRMARY. Applications 
are invited for the following appointments which are for a 12 
months period. 

1 SENIOR HOUSE OFFICER (general surgery). 

1 SENIOR HOUSE OFFICER (orthopedic and procture 

1 SENIOR HOUSE OFFICER (spec ials—eye and E.N.’ 

Applications, stating age, and giving details of educ «3 Ba 
training and experience, together with the names of 2 referees, 
should be sent to the Secretary as soon as possible. 
COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEK. Applications are invited for the following posts :— 

Essex County Hospital, Colchester (188 Keds) 

HOUSE OFFICER (surgica!), first, second, third, or pre- 
registration post ; tenable for 6 months. 

Black Notley Hospital, Braintree, and Essex County 
Hospital, Colchester 

HOUSE SURGEON, first, second, third, or pre-registration 
post ; tenable for 6 months. [Duties to include work in general 
surgical and gynecological wards. Recognised for F.R.C.S 

Applications, with copies of 3 testimonials, to the Group 
Secretary, 14, Pope’s-lane, Colchester, Essex. 
CROWTHORNE, BERKSHIRE. BROADMOOR INSTI- 
TUTION. (920 Beds.) BOARD OF CONTROL. SENIOR REGIS- 
TRARS at above Institution for persons of unsound mind of 
criminal tendencies. Applicants must be registered medical 
practitioners. Appointments on National Health Service 
conditions of service and superannuation regulations. Furnished 
quarters or house on estate available at appropriate charges. 

Applications, stating name. date, and place of birth, nationality, 

details of education, professional qualifications, war service, 
present and previous appointments, and names of 3 referees, to 
Medieal Superintendent, Broadmoor Institution, Crowthorne, 
Berks, by 29th January, 1955. Envelope to be marked A/SR. 
Canvassing in any form leads to disqualification. Candidates 
may visit Institution by appointment with Medical Super- 
intendent. 
CHERTSEY, SURREY. ST. PETER'S HOSPITAL 
(late Botleys Park War Hospital). (430 Beds.) ORTHO- 
PEDIC HOUSE SURGEON required immediately. Senior 
House Officer or House Officer (Intern grade). Post recognised 
for F.R.C.S. for pre-registration internship. Preference will 
be given to provisionally registered candidates. Salary in 
accordance with terms and conditions of National Health 
service. 

Applications, together with names and addresses of referees, 
to be sent to the Physician-Superintendent, St. Peter's Hospital, 
as soon as possible. 

OLIVER PLUNKETT, Physician-Superintendent. 
CHESTERFIELD ROYAL HOSPITAL. (324 Beds.) 

HOUSE PHYSICIAN required mid-January. Recognised for 

pre-registration purposes. 

2 HOUSE SURGEONS required mid-January. Posts recog- 

nised for Pre-registration Service and F.R.C.S. training. 

CASUALTY OFFICER required mid-January. tecognised 

for pre-registration purposes. 

For interview please apply M. H. Boone, Secretary, Chester- 
field Hospital Management Committee. 

CHELMSFORD AND ESSEX HOSPITAL. (163 Beds.) 
spews ations are invited for the post of RESIDENT HOUSE 

RGEON (pre-registration post). The post will become vacant 
~ 9th January and off rs good surgical experience and is 
recognised for the F.R.C. 

Applications, together ee 2 recent testimonials, to the 
Secretary. Chelmsford Hospital Management Committee, 
London-road, Chelmsford. 


House 
Recognised 


House 








CHELMSFORD AND ESSEX HOSPITAL, London-road, 
CHELMSFORD. (163 Beds.) Applications are invited for the post 
of HOUSE PHYSICIAN (pre-registration post), to work in 
the general medical wards of the above Hospital. Duties will 
commence 25th January. 

Applications, with copies of 2 recent testimonials, should be 

sent to the Secretary, Chelmsford Hospital Management Com- 
mittee, London-road, ‘Chelmsford. 
CHEPSTOW. CHEST UNIT, MOUNT PLEASANT 
HOSPITAL. (150 Beds.) JU NIOR HOSPITAL MEDICAL 
OFFICER and SENIOR HOUSE OFFICER (resident, or non- 
resident locally) required. Some previous experience in tuber- 
culosis desirable for Junior Hospital Medical Officer, but not 
Senior House Officer who will receive a thorough training in the 
specialty. A new Thoracic Unit is now opening ; medical and 
surgical duties are included in both appointments. Senior 
Hospital Medical Officer also resident. 

Write, quoting 2 referees, to— 

T. A. JONES, Group Secretary. 

64. Cardiff-road, Newport, Mon. 
DERBY. CITY HOSPITAL. (254 Beds.) Sheffield Regional 
HOSPITAL BOARD. Whole-time RESIDENT or NON-RESIDENT 
MEDICAL REGISTRAR required. Appointment for 1 year in 
first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 17th January, 1955, giving age, 
nationality. qualifications, present and previous appointments 
with dates, naming 3 referces. 
DERBY. DERBYSHIRE ROYAL INFIRMARY. (396 
Beds. Recognised for training for F.R.C.S.) SHEFFIELD REGIONAL 
HOSPITAL BOARD. Whole-time RESIDENT REGISTRAR 
(orthopredics) required. Post becomes vacant 4th March, 1955. 
Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional THosnital Board, Old 
Fulwood-road, Shefficld, by 17th January, 1955. giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

DERBY. DERBYSHIRE ROYAL INFIRMARY. Hous 
SURGEON (pre-registration) or SENIOR LOUSE OFFIC En 
(general surgery), vacant immediately. 

Apply, stating full details, to Hospital Secretary. 
EDGWARE GENERAL HOSPITAL. Edgware, Middlesex. 
(715 Beds.) RESIDENT HOUSE PHYSICIAN tor above 
Hospital. Post vacant 20th February, 1955. 

Applications, stating age, qualifications, experience, and 
enclosing copies of up to 3 recent testimonials, to Medical Director 
of Hospital by 22nd January, 1955. 

ENFIELD, MIDDLESEX. CHASE FARM gy thd ne 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. Applic 
tions are invited for the post of RESIDENT PATHOL OGIST 
(Senior House Officer grade) for duties in the Area Laboratory 
and at other hospitals in the Group. The Area Laboratory is 
recognised for the Diploma of Pathology of the Royal Colleges 
of Physicians and Surgeons. Further information can be 
obtained from the Senior Pathologist. Appointment tenable 
for 1 year. 

Applications, with the names of 2 referees, to the Group 
Secretary immediately. 

EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom, 
SURREY. RESIDENT HOUSE SU RG EON required ist Febru- 
ary, 1955. Vre-registration post. Kecognised fer F.nLC.S, 

Applications, stating age, qualifications, and expericuce, with 
ecpies of 2 recent testimonials, should be sent immediately to 
Greup Secretary at above address. 

EPSOM, SURREY. WEST PARK HOSPITAL (for all 
stages of nervous and mental disorders). WEST PARK HOSPITAL 
MANAGEMENT COMMITTER. SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Applications are invited for the appointment 
of a REGISTRAR in Psychiatry at above Hospital. Candidates 
may be of either sex. Single residential quarters are available. 

Applications (5 copies) should be made on forms to be obtained 

from the Secretary to the Hospital Management Committee at 
the Hospital, to whom they should be returned not later than 
2ist January. 
EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
EXETER AND MID-DEVON HOSPITALS MANAGEMENT COMMITTEE. 
Applications are invited from registered medical practitioners 
for the appointment of RESIDENT MEDICAL OFFICER ‘with 
duties as Senior House Officer to the Neurologist). Vacant 
15th February, 1955. 

Applications, with copies of 2 recent testimonials, to the 

Hospital Secretary by 22nd January. 1955. 
FRODSHAM. LIVERPOOL HOSPITAL, Kingswood, 
FRODSHAM, CHESHIRE. (132 Beds.) Applications are invited 
from registered medic ¥ practitioners for the position of JUNIOR 
HOSPITAL MEDICAL OFFICER at the ave Hospital, whic h 
is for the treatment ot i nc tates tuberculosis. Salary in accord- 
ance with the national scale—viz., £775—-£50-£1075 p.a., less 
deduction for residence. RKesident accommodation for a single 
person, or house if married. 

Applications, stating age, qualifications, and experience, 
together with the names of 2 referees, should be forwarded to— 

Dr. G. 8. ERWIN, Physician-Superintendent. 
GOODMAYES HOSPITAL, Uuoodmayes, titord, Essex. 
Locum Tenens SENIOR REGISTRAR in Psychiatry required 
for Mental Hospital situated within ecasy reach of centre of 
London. Temporary post, resident or non-resident. There are 
opportunities for wide experience in psychiatry. 

Applications, stating age, expe rience, and qualific ations, to the 

Physician-Superintendecnt as soon as possible. 
GRIMSBY GENERAL HOSPITAL. (238 Beds.) Grimsby 
HOSPITAL MANAGEMENT COMMITT? E. Applications are invited 
for the post of JUNIOR (pre-registration) or SE NIOR HOUSE 
OFFICER (surgical). vacant from 26th January, 1955. 

Applications, with names of 2 referees, to Hospital Secretary, 
Grimsby General Hospital. 
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HAILSHAM, SUSSEX. HELLINGLY MENTAL HOS- 
PITAL. HAILSHAM HOSPITAL MANAGEMENT COMMITTEE. JUNIOR 
HOSPITAL MEDICAL OFFICER. Single residential accom- 
modation available. Salary £775 p.a., rising by annual increments 
of £50 to £1075 p.a. 

Applications, stating age, qualifications, and appointments 

held, to the Medical Superintendent, Hellingly Hospital, Hail- 
sham, Sussex. 
HARROGATE AND DISTRICT GENERAL HOSPITAL. 
(253 Beds. Recognised for D.Obst.R.C.0.G.) Applications are 
invited from registered medical practitioners for the post of 
SENIOR HOUSE OFFICER for the Gynecological and 
Obstetrical Departments. Vacant Ist February, 1955. Salary 
in accordance with the National Health Service scale. 

Applications as soon as possible to the Hospital Secretary. 


HASTINGS. ROYAL EAST SUSSEX HOSPITAL. 

(150 Beds.) HOUSE SURGEON required. Pre-registration 

post, vacant 10th February, 1955. National scale of salary. 
Apply to Hospital Administrator. 


HASTINGS. ST. HELEN’S HOSPITAL. (499 Beds.) 

HOUSE PHYSICIAN (resident) for pediatrics and general 

medicine (post-registration), vacant now. National scale of salary. 
Apply to Hospital Administrator. 


HASTINGS. ST. HELEN’S HOSPITAL. Senior House 
OFFICER (obstetrics), Male or Female, resident. 40-bedded 
unit. Post, recognised for D.Obst.R.C.0.G., vacant 6th February. 
National scale salary. 

Apply to Hospital Administrator. 

HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (163 Beds. Recognised for Pre-registration 
Service. ) WEST WALES HOSPITAL MANAGEMENT COMMITTEE 
Applications are invited for the post of RESIDENT HOUSE 
OFFICER (medical). Salary £425, £475, or £525 p.a., according 
to experience (plus special grant of £50 p.a.), less £125 p.a. 
for residential emoluments. 

Applications, stating age, qualifications, experience an« 
nationality, with names and addresses of 3 referees, to Group 
Secretary, West Wales Hospital Management Committee, 
Glangwili, Carmarthen. 

HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (163 Beds. Recognised by the Royal 
College of Surgeons and for Pre-registration Service.) WEST 
WALES HOSPITAL MANAGEMENT COMMITTEE. A pplie ations are 
invited for the post of RESIDENT HOUSE OFF 1 ER (surgical). 
Salary £425, £475, or £525 p.a., according to experience (plus 
spec ial grant of £50 p.a. ), less £125 p.a. for residential emoluments. 

Applications, stating age, qualifications, experience and 
nationality, with names and addresses of 3 referees, to Group 
Secretary, West Wales Hospital Management Committee, 
Glangwili, Carmarthen. 

HEMEL HEMPSTEAD, HERTFORDSHIRE. west 
HERTS HOSPITAL. CASUALTY OFFICER (Junior Hospital 
Medical Officer). Post vacant Ist February, 1955. 

Applications, mentioning 2 names for reference, should be 
sent to the Hospital Secretary. 

HEREFORD GENERAL HOSPITAL. (154 Beds.) 
HOUSE OFFICER (pediatrics) required immediately. 

Applications, with copies of 2 recent testimonials, to the 

Secretary, Hospital Management Committee, County Hospital, 
Hereford. 
HERTFORD COUNTY HOSPITAL. (171 Beds. Hospitai 
situated 21 miles from London.) Applications are invited for the 
appointment of HOUSE SURGEON (general—-first, second, or 
third post), to commence 21st January, 1955. Pre-registration 
post ; recognised under F.R.C.S. regulations. 

Applications to Group Secretary, Hertford Group Hospital 
 — ~ ce Committee, Hertford County Hospital, Hertford, 

erts. 

HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) Applications invited for 
appointment of RESIDENT HOUSE PHYSICIAN (Male or 
Female), second post held. Recognised pre-registration post. 
6 months appointment. Preference given to applicants who have 
held resident surgical or medical posts in general hospital. Duties 
to commence mid-January, 1955. 

Applications to Group Secretary, Hertford Hospital Manage- 
ment Committee, County Hospital, Hertford, Herts. 
HILLINGDON HOSPITAL, Uxbridge, Middlesex. 
(General—705 Beds.) SENIOR REGISTRAR in Department 
of Anesthetics. Resident or non-resident. Hospital may be 
visited by direct appointment. 

Application forms obtainable from, and returnable to, Group 


Secretary, Uxbridge Group Hospital Management Committee, 
The Furze, Pield Heath-road, Hillingdon, Middx., by 17th 
January. 


HORNCHURCH, ESSEX. ST. GEORGE'S HOSPITAL. 
JUNIOR HOSP ITAL . MEDICAL OFFICER (resident) required 
early in January, 1055. at this Hospital which accommodates 
339 chronic sick patients. The post offers excellent geriatric 
experience. 

Applications should be forwarded to the Secretary, Romford 
Group Hospital Management Committee, Oldchurch Hospital, 
Romford, as soon as possible. 


HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-street. HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON required immediately. Pre-registration or 
post-registration. 6-monthly term ; counts towards the D.C.H. 
qualification. Salary according to national scale. 

Send replies, with testimonials, to the Hospital Secretary. 


KIRKCALDY GENERAL HOSPITAL. (74 Beds.) House 
The post qualifies 


OFFICER required as at Ist February, 1955. 
for pre-registration. 

Apply, with copies of 2 recent testimonials, to the Medical 
Superintendent, East Fife Hospitals Board of Management, 
243a, High-street, Kirkcaldy. 
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HUDDERSFIELD ROYAL INFIRMARY. (312 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required to commence duty on Ist February, 1955. 
The post is recognised as a pre-registration appointment. Salary 
in accordance with national scale. 

Applications, together with copies of 3 recent testimonials, 
to be addressed to the undersigned as soon as possible. 

H. J. JOHNSON, Secretary to the Management Committee. _j 

The Royal Infirmary, Huddersfield. 

ILFORD AND BARKING GROUP HOSPITAL MANAGE- 
MENT COMMITTEE. ILFORD ISOLATION HOSFITAL, Grove-road, 
CHADWELL HEATH, ESSEX. There is a vacancy for the position of 
RESIDENT MEDICAL OFFICER (chest diseases) (Junior 
Hospital Medical Officer status) at the above Hospital of 75 
Beds. Salary £775 (for an officer appointed not less than 2 
years after registration as a medical practitioner )—-£50—£1075 p.a. 
The Officer appointed would be expected to work under the 
general direction of the Chest Physician, Ilford, and to undertake 
some duties at Liford Chest Clinic as may be directed by the Chest 
Physician. 

Applications, stating age, qualifications, and previous experi- 
ence, together with recent testimonials, should be sent to the 
undersigned within 7 days of the appearance of this advertise- 
ment. H. F. Harris, Group Secretary. 

King George Hospital, Ilford. 
tPSWICH. EAST SUFFOLK AND IPSWICH HOS- 
PITAL. (360 Beds.) Applications are invited for the post of 
HOUSE SURGEON to the Fracture and Orthopedic Depart- 
ment. Approved pre-registration post. 

Applications, with copies of recent testimonials, 

Hospital Secretary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) Applications are invited for the post of HOUSE 
st RGE ON to the E.N.T. and Ophthalmic Departments, vacant 
on 25th January, 1955. The post is recognised for pre-registration 
and for the D.L.O. examination. 

Applications, giving full particulars and copies of recent 
testimonials, to the Hospital Secretary. 

ISLE OF THANET HOSPITAL MANAGEMENT COM- 
MITTEE. 


to the 


General oogiene Ramsgate (1()1 Beds) 

HOUSE SURGEON, 

General ny tf Margate (132 Beds) 

HOUSE SURGEON 
Approved pre-re gistration posts. Salary at the rate of £425-£525 
p.a., according to experience, less £125 for residential emoluments. 

Applications, with copies of testimonials, to Hospital Secretary 

of appropriate hospital. 
TSLEWORTH. WEST MIDDLESEX HOSPITAL. (1142 
Beds.) SOUTH WEST MIDDLESEX HOSPITAL MANAGEMENT COM- 
MITTEE. Pre-registration HOUSE PHYSICIAN required on 
General Medical Unit (67 Beds), and large outpatient clinics. 

Applications, stating age, nationality, qualifications obtained 
with copies of up to 2 recent testimonials, to Group Secretary, 
West Middlesex Hospital, Isleworth, by 18th January, 1955. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. (1142 
Beds.) SOUTH WEST MIDDLESEX HOSPITAL MANAGEMENT COM- 
MITTEE. HOUSE SURGEON required on General Surgical Unit 
(approximately 68 Beds) and large outpatient clinics. Post 
vacant 9th February, 1955. 

Applications, stating age, qualifications, previous experience 
and enclosing up to 3 testimonials, to Group Secretary, West 
Middlesex Hospital, Isleworth, by 18th January, 1955. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER (anesthetics). Post recognised by the Faculty of 
Anesthetists. 

Applications, stating age, nationality, qualifications, with 
copies of up to 3 recent testimonials, to Group Secretary, West 
Middlesex Hospital, Isleworth, by 18th January, 1955. 
LEEDS REGIONAL HOSPITAL BOARD invites appli- 
cations for the following REGISTRAR posts :— 
Anesthetics 

Duties in the Hull A, B and East Riding Groups. 
for the F.F.A.R.C.8. 
(non-resident ). 
General Medicine 

Duties at the Regional Rheumatism Centre, Harrogate (240 
Beds) (9 sessions), and the Rheumatism Clinic, General Infirmary 
at Leeds (2 sessions). Resident at Royal Bath Hospital, Harro- 
gate. 

Obstetrics and Gynecology 

Duties at hospitals in Wakefield A and B Groups (with 
occasional duties in Pontefract and Goole Groups) (non- 
resident). Offers good experience but is not at present recognised 
by the R.C.O.G. for membership purposes. Aggregate of 120 
obstetric and 50 gynecological beds. 

Orthopedic Surgery 

(a) Woodlands Orthopedic Hospital, Rawdon (100 Beds), 
and Orthopedic Outpatient Department, Bradford Royal 
Infirmary. Offers excellent training in all branches of accident 
and orthopedic surgery. May be non-resident. 

(©) Hull A Group (50 orthopedic beds), Hull B Group and 
East Riding Group (50 orthopaedic beds) (non-resident ). Includes 
some duties in the Casualty Department at the Hull Royal 
Infirmary. 

(c) Huddersfield Royal Infirmary and other hospitals in the 
Huddersfield Group (34 orthopedic beds) (non-resident). 
Psychiatry 

Oulton Hall Hospital, near Wakefield, and affiliated Mental 
Deficiency Colonies (aggregating 780 Beds) (non-resident). 
Facilities for attendance at the Leeds University will be provided 
if the successful candidate is studying for the D.P.M 

Applications, stating age, qualifications and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, should be forwarded to the Secretary, 
Joint Registrars Committee, Park-parade, Harrogate, not later 
than 13th January, 1955. 


I . Recognised 
Duties may include thoracic anesthesia 
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LEEDS REGIONAL HOSPITAL BOARD. Medical Act, 
1950. RESIDENT HOUSE OFFICER posts. Recognised 
pre-registration House posts will be available for the 6 months 
commencing Ist February, 1955, in the following hospitals 
approved under the Medical Act, 1950. 
City Hospital, York (178 Beds) 
1 General Surgical. 
1 Surgical (general omege Ty and gynecology ). 
Both recognised for F.R. 
County Hospital, Serb (222 Beds) 
Medical. 


1 Surgical (ophthalmology ). 
Hull Royal Infirmary (Sutton) (218 aes) 
2 General Surgical (recognised for F.R.C. 
Western General Hospital, Hull (343 Be ds ) 
1 Medical. 
1 Surgical (general surgery and radiotherapy). 
1 Surgical (gynecology ). 


Westwood Hospital, Beverley (202 Beds) 


1 General Surgical. 
1 Surgical (orthopedic). Recognised for F.R.C.S. 
East Riding Hospital, Driffield (249 Beds) 
1 Medical (general medical, pediatric ). 
1 Surgical (general surgery, gynecology, E.N.T.). Recognised 
for F.R.C.S. 
Clayton Hospital, Wakefield (200 Beds) 
1 Suen (general surgery, gynecology).. Recognised for 
RCS, 
General Hospital, Wakefield (158 Beds) 
1 Midwifery. 
Pinderfields Hospital, Wakefield (663 Beds) 
1 General Surgical. 
Staincliffe General, Dewsbury (314 Beds) 
1 Medical (general medical, dermatology). Vacant Ist 
March, 1955. 
1 Medical (general medical, paediatric). 
Huddersfield Royal Infirmary (304 Beds) 
1 Medical (general medical, peediatric). 
1 Medical. Vacant Ist March, 1955. 
1 me art (general surgery, orthopedic). Recognised for 
C.s, 
Royal Halifax Infirmar (eee Beds) 
1 Midwifery (recognised by R.C.O.G.). 
1 General Surgical (recognised ice F.R.C.S.), 
Halifax General Hospital (425 Beds) 
1 Medical. 
1 Medical (prediatric ). 


ts 


General Surgical (recognised for F.R.C.S.). 

Bradford Royal Infirmary (507 Beds) 

General Surgical. Vacant 19th March, 1955. 

General Surgical (recognised for F.R.C.S.). 

St. Luke’s Hospital, Bradtord (828 Beds) 

Medical. 

Medical (general medical and dermatology ). 

General Surgical. 

Surgical (orthopedic, casualty). 

surgical posts recognised for F.R.C.S. 

Keighley Victoria Hospital (144 Beds) 

Medical (general medicine, pediatric, dermatology ). 

Surgic a3 raw surgery, gynecology, E.N.T.). Recognised 
for t.¢ 

St. James’s Hospital, Leeds (1539 Beds) 

Medical (geriatric ). 

Harrogate General Hospital (249 Beds) 

2 Medical. 

Candidates should express, where applicable, their preference 
for medical, surgical or midwifery posts within the same hospital 
on the application form. 

Candidates wishing to apply for posts at more than 1 hospital 
should complete a separate form in respect of each hospital. 

Application forms can be obtained from the Senior Adminis- 
trative Medical Officer, Leeds Regional Hospital Board, Park- 
parade, Harrogate, or from the Dean, School of Medicine, 
Thoresby-place, Leeds, 2, and should be returned to either of 
the above-named as soon as possible. Application may be 
made in advance of results of final examination. 


LEEOS REGIONAL HOSPITAL BOARD invites applica- 
tions for the appointment of SENIOR REGISTRAR in 
Psychiatry for duties at the General Infirmary at Leeds as 
Trainee Specialist in Child Psychiatry and at the Westwood 
Hospital, Bradford, and other associated mental deficiency 
colonies. The duties will be allocated as to 5 


> 
a Stet 


_ 


5 sessions at the 
University Department of Psychiatry at the General Infirmary 
at Leeds and the remainder of the time in mental deficiency 
clinical duties. Accommodation is available for a single person. 
The appointment may be non-resident in which case the person 
appointed should reside in Bradford. Candidates must hold the 
D.P.M. or equivalent qualification. 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, should be forwarded to the Secretary, 
Joint Registrars Committee, Park-parade, Harrogate, not later 
than 20th January, 1955. 


LEEDS, 9. ST. JAMES’S HOSPITAL. Leeds A Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
from registered medical practitioners (Male and Female) for 
the appointment of SENIOR HOUSE OFFICER (orthopedics). 
The appointment will be for a period of 1 year and the salary 
will be in accordance with the agreed terms and conditions 
of service of hospital medical and dental staffs—namely, £745 
p.a., with an appropriate deduction in respect of board, lodgings, 
and other services provided. 

Applications, stating age, qualifications, experience, &c., 
together with the names of 2 referees, to be forwarded to the 
undersigned as soon as possible. 

J. FOLKARD, Secretary to the Committee. 

Administrative Offices, St. James’s Hospital, Leeds, 9. 





LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (207 Beds.) Applications are invited for HOUSE 
OFFICER (anesthetics). The post is recognised for D.A. 

Applications to Hospital Secretary. 

LINCOLN. ST. GEORGE’S HOSPITAL. (152 Beds. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
REGISTRAR (orthopedics) with outpatient clinic duties at the 
County Hospital, Lincoln, required. There are 42 orthopedic 
beds involved. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 17th January, 1955, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
MAIDSTONE (near). LENHAM SANATORIUM. Mid- 
KENT HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited from practitioners, with at least 1 years experience after 
full registration, for the appointment of RESIDENT ASSIS- 
TANT PHYSICIAN at Lenham Sanatorium, near Maidstone. 
Previous experience in tuberculosis not essential. Post vacant 
February, 1955. The Sanatorium has 168 Beds ; is visited by 
Thoracic Surgeons ; is 1} hours travelling distance from London. 
Salary according to experience within the scale £775-£50- 
£1075 a year, with a deduction of £150 for residential emolu- 
ments. Appointment for 12 months in the first instance. 

Applications, with the names and addresses of 2 referees, to 
the Physician-Superintendent, Lenham Sanatorium, near 
Maidstone (Telephone No. Lenham 314). 

MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE 
Apptications are invited for the appointment of RECEIV ING 
ROOM OFFICER. Post vacant January, 1955. Salary £745 
a year, with a deduction of £150 a year for residential emoluments. 

Applications to the Administrative Officer at the Hospital as 

soon as possible. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of RESIDENT REGISTRAR in the 
Board’s Non-tuberculous Thoracic Surgery Unit of 58 Beds at 
Park Hospital, Davyhulme. 1 year appointment renewable. 
Post now vacant. 

Application forms from Secretary, Park Hospital, Davyhulme, 
Urmston. . 
MANCHESTER REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for the resident post of REGISTRAR 
attached to the E.N.T. Unit, to the Burnley and District Group 
of hospitals. The post offers wide experience and excellent 
private accommodation is available for either single or married 
applicants. 

Applications, together with the names and addresses of 3 
referees, should be addressed to the Group Secretary, Burnley 
and District Hospital Management Committee, Burnley General 
Hospital. 

MANCHESTER REGIONAL HOSPITAL BOARD. Non- 
RESIDENT SENIOR REGISTRAR in Plastic Surgery, mainly 
at Wythenshawe Hospital, Manchester. Good training and 
experience in general surgery and higher qualification essential. 

Forms of application, obtainable from the Senior Adminis- 

trative Medical Officer, Cheetwood-road, Manchester, 8, should 
be returned by 24th January, 1955. 
MANCHESTER. ROYAL MANCHESTER CHILDREN’S 
HOSPITAL, PENDLEBURY. REGIONAL HOSPITAL 
BOARD. SALFORD HOSPITAL MANAGEMENT COMMITTEE. Appli- 
cations invited for RESIDENT MEDICAL OFFICER (Registrar 
grade), vacant 18th March, 1955. Previous experience in 
peediatrics essential and hieRer qualifications desirable. Success- 
ful applicant will be required to undertake duties in the University 
Professorial Unit. 

Applications, stating date of birth, nationality and previous 
experience together with copies of 2 recent testimonials, to be 
forwarded to the Group Secretary at Salford Royal Hospital, 
Salford, 3, not later than 15th January, 1955. eS 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. SENIOR 
REGISTRAR to the Department of Anzsthetics, to commence 
as soon as possible. Whole-time, non-resident post, tenable for 
12 months, renewable. Applicants must possess higher qualifi- 
cations. Arrangements may eventually be made for the 
successful candidate to.transfer to 1 of the Manchester Regional 
— to continue fraining. 

Applications to be made on forms obtainable from the under- 
signed and to be returned not later than 29th January, 1955. 

. CABLE, Secretary to the Board of Governors. 
MANCHESTER. ‘UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS, MANCHESTER. Applications are invited 
for the post of OBSTETRICAL HOUSE SURGEON to a 
Maternity Unit operating temporarily in the Whitworth Park 
Branch of the above-named Hospital, vacant Ist February, 
1955. The post is supernumerary to the establishment recognised 
for training purposes by the Royal College of Obstetricians and 
Gynecologists. Previous obstetrical experience is desirable. An 
opportunity exists for a limited amount of gynecological training 
during te nure of the post. National scale. 

Application forms, which may be obtained from the under- 
signed, to be returned not later than 24th January, 1955. 

R. Wise, General Superintendent. 

Saint Mary’s Hospitals, Whitworth Park, Manchester, 13 ae 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS, } ANCHESTER. Applications are 
invited for the post of HOUSE OFFICER in Gynecology. 
Applicants must have had previous hospital experience in 
medicine and surgery. The post is recognised for the purposes 
of the M.R.C.O.G. examination. The appointment is for 
6 months starting Ist April, 1955. Salary in accordance with 
national scale. 

Application forms may be obtained from the undersigned and 
returned not later than Ist Ay sbruary, 1955. 

Vise, General Superintendent. 

Saint Mary’s Hospitals, Ww hitworth Park, Manchester, 13 
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MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited 
for SENIOR HOUSE OFFICER post. Salary £745 p.a., less 
£155 p.a. for residential emoluments. 

Application forms may be obtained from the undersigned. 
H. R. Norru, General Superintendent. 
WEST MANCHESTER HOSPITAL 
PARK HOSPITAL, DAVYHULME. 
(General Hospital—433 Beds.) 2 HOUSE OFFICERS (general 
surgery ) required, pre-registration posts. Recognised for 
F.R.C.S. examination. Vacant 25th and 28th January, 1955. 

Application forms from Secretary. : 
MID-GLAMORGAN HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the following medical 
staff vacancies :— 

Neath General Hospital, Neath (412 Beds) 

TIOUSE SURGEON. vacant Ist February, 1955. 

HOUSE PILYSICIAN, vacant Ist February, 1955. 

HOUSE SURGEON (obstetrics and gynecology), vacant 

8th March, 1955, é 
a ~ artes Hospital, Quarella-road, Bridgend 
(36 eds ) 
HOUSE SURGEON 
Ist February, 1955. 

: Applications, naming 2 referees, to be addressed to the Group 
Secretary of the Committee, 8, Wind-street, Neath. 
MITCHAM CUMBERLAND HUSPITAL, Whitford 
Gardens, MITCHAM, SURREY. (100 Beds.) Applications are 
invited for the post of MEDICAL OFFICER (Registrar in 
tuberculosis), resident, or non-resident if within 5-mile radius 
of Hospital. Duties also in Thoracic Unit, St. Helier Hospital. 
Experience in specialty essential. 

Forms of application, returnable by 21st January, obtainable 
from the Group Secretary, St. Helier Hospital, Carshalton, Surrey. 
NEWCASTLE REGIONAL HOSPITAL BOARD. 

St. Nicholas Hospital, Gosforth, Newcastle upon Tyne 

REGISTRAR PSYCHIATRIST (whole-time), _ resident. 
Married accommodation. Arrangements can be made for the 
person appointed to take the necessary course of study for the 
Lf niversity of Durham Diploma in Psychological Medicine. 

Applications, together with names and addresses of referees 
(preferably), or testimonials, to a total of 3, to be sent to the 
Regional Psychiatrist, ‘* Blythswood South,” Osborne-road, 
Newcastle upon Tyne, 2, within 7 days. 

Newcastie upon Tyne Hospital Management Com- 
__ mittee 

SENIOR REGISTRAR SURGEON (whole-time), for Uro- 
logical Unit (40 Beds), Newcastle General Hospital. Post 
suitable for Senior Registrar who has completed general surgical 
training. 

- REGISTRAR CHEST PHYSICIAN (whole-time), at Walker 
Gate Hospital, with duties in a chest clinic. House available in 
hospital grounds at nominal rental. 

Tees-side Hospital Management Committee 

REGISTRAR PAZDIATRICIAN (whole-time). Single accom- 
modation. 

REGISTRAR OBSTETRICIAN AND GYNACOLOGIST 
(whole-time). Single accommodation. 

South Shields District Hospital Management Com- 


MANCHESTER.: 
MANAGEMENT COMMITTEE. 


(obstetrics and gynecology), vacant 


: mittee 

REGISTRAR ANESTHETIST (whole-time), resident or non- 
resident. Accommodation available. Post’ recognised for 
F.F.A.R.C.S. 

Hexham Hospital Management Committee 

REGISTRAR ANASTHETIST (whole-time), required for 
hospitals in the above Group. 

Newcastle West Tuberculosis Administrative Area 

REGISTRAR CHEST PHYSICIAN (whole-time), required 
for the above area, with an allocation of approximately 60 Beds 
at the Newcastle General Hospital (850 Beds). Single 
accommodation, 

Applications, together with names and addresses of referees 
(preferably), or testimonials, to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ** Blythswood South,” 
Osborne-road, Newcastle upon Tyne, 2, within 7 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. 

Winterton Hospital, Sedgefield 

REGISTRAR PSYCHIATRIST (whole-time), resident. 

St. George's Hospital, Morpeth (1210 Beds) 

REGISTRAR PSYCHIATRIST (whole-time), 

Single accommodation only available. 

Applications, together with names and addresses of referees 

(preferably ), or testimonials, to a total of 3, to be sent to the 
Regional Psychiatrist, ‘ Blythswood South,’ Osborne-road, 
Newcastle upon Tyne, 2, within 7 days. 
NEWMARKET GENERAL HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER 
(Obstetrics (14 Beds) and Gynecology (10 Beds)), with oppor- 
tunity for gaining experience in general surgery, required on 
22nd January, 1955. Salary £745, less emoluments. 

Applications, giving age, nationality, and qualifications, 
together with copies of 3 recent testimonials, to be addressed to 
the Physician-Superintendent. 
NOTTINGHAM AND MIDLAND EYE INFIRMARY. 
Required, SENIOR HOUSE OFFICER, duties to commence 
as soon as possible. Salary and conditions of service in accord- 
ance with Ministry regulations. 

Applications, stating age. qualifications and experience, 
together with copies of testimonials, to be sent to the Group 
Secretary, General Hospital, Nottingham. 

NOTTINGHAM, CITY HOSPITAL. (804 Beds.) Appli- 
cations are invited for the post of HOUSE SURGEON, vacant 
26th February, 1955. Recognised for pre-registration purpos¢s. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of not more than 3 testimonials, 
to be sent to the Hospital Secretary, City Hospital, Hucknall- 
road, Nottingham. 


resident. 
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NOTTINGHAM. CITY HOSPITAL. (804 Beds.) Applica- 
tions are invited for the post of HOUSE PHYSICIAN, vacant 
16th February, 1955. Recognised for pre-registration purposes. 

Applications, stating age, nationality, qualifications, and 
experience, together with copies of not more than 3 testimonials, 
to be sent immediately to the Hospital Secretary, City Hospital, 
Hucknall-road, Nottingham. cree é 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners (Male or 
Female—locum tenens considered) for the post of RESIDENT 
SENIOR ANZSTHETIC HOUSE OFFICER. Duties to 
commence as soon as possible. Terms and conditions of 
service in accordance with published regulations of the Ministry 
of Health, £150 deducted for residentiai emoluments. 

Applications, stating age, qualifications and 
together with copies of testimonials, to be sent to— 

HENRY M. STANLEY. Group Secretary. 

NOTTINGHAM. HIGHBURY HOSPITAL. Applications 
are invited from fully qualified medical practitioners for the 
post of SENIOR HOUSE OFFICER in the Obstetrical and 
Gynecological Department (41 obstetrical beds, 11 gynreco- 
logical beds and a small block for puerperal pyrexia). The 
appointment is for a period of 12 months commencing about 
the middle of January. The Hospital is recognised for the 
M.R.C.0.G. (Obstetrics only). Previous obstetric experience 
required. Salary and conditions of service in accordance with 
the Ministry regulations. 

Applications, stating age, qualifications, and experience, also 
nationality, with copies of 3 recent testimonials, to be sent to— 
General Hospital, Nottingham. IfeNRY M. STANLEY. 
NEWPORT, I.W. ST. MARY’S HOSPITAL. (360 Beds.) 
ISLE OF WIGHT GROUP HOSPITAL MANAGEMENT COMMITTEE. 
RESIDENT HOUSE SURGEON (pre-registration post), 

vacant 28th January. 

Applications, with names of 2 referees, to Hospital Secretary 

not later than 15th January, 1955. 
NORWICH. HELLESDON HOSPITAL. Applications are 
invited for the post of SENIOR HOUSE OFFICER. This 
Mental Hospital of 1100 Beds, including a separate Neurosis 
Unit, serves 3 Outpatient Departments, and 1 Child Guidance 
Clinie, and maintains occupational therapy, E.E.G., social 
workers and clinical psychologist departments. Salary £745 
p.a. A flat would be available for a married man at a rental of 
£1 per week. 

Applications, with names and addresses of 2 referees, to the 
Medical Superintendent. 

PERTH. COUNTY AND CITY OF PERTH GENERAL 
HOSPITALS. The following posts will fall vacant on Ist February, 
1955 : 

Perth Royal Infirmary 

*CASUALTY OFFICER (House Surgeon or Senior House 
Surgeon grade according to experience ). 

HOUSE PHYSICIAN for Geriatric Assessment Unit, Burgh- 
muir Hospital (associated with Perth Royal Infirmary). 
Bridge of Earn Hospital 

*3 SENIOR HOUSE SURGEONS (Fracture and Orthopeedic 
Unit). 

*3 HOUSE SURGEONS (Fracture and Orthopedic Unit). 

*3 HOUSE SURGEONS (General Surgica) Unit). 

1 HOUSE OFFICER (E.N.T. Department), House Surgeon 
or Senior House Surgeon grade according to experience. 

All Junior House Officer posts are recognised for Pre-registra- 

tion Hospital Service. 

Posts marked * are recognised by the Royal College of Surgeons 
under the regulations for the F.R.C.S. 

Applications, giving age, qualifications, experience, and the 

names of 2 referees, should be sent to the Group Medical 
Superintendent, Perth Royal Infirmary, Perth. 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. DEPARTMENT OF OBSTETRICS AND GYNCOLOGY 
PLYMOUTH, SOUTH DEVON AND EAST CORNWALL GENERAL 
HOSPITAL GROUP. Applications invited from duly qualified and 
registered medical practitioners for the appointment of SENIOR 
HOUSE OFFICER in Obstetrics and Gynecology, vacant 
Ist April, 1955. There will be additional duties at the Flete 
Maternity Home, and the Alexandra Maternity Home, which 
are parts of the Department. Candidates should have had 
previous experience in a Department of Obstetrics and 
Gynecology. The appointment will be for a period of 12 months. 
Salary £745 p.a. Terms and conditions of service are in accord- 
ance with the National Health Service terms. The post is 
recognised by the Royal College of Obstetricians and Gynecolo- 
gists for the Membership examination of the College. 

Applications, stating age, nationality, qualifications and 
experience, together with the names and addresses of 3 referees, 
should be sent to ARTHUR R. CasH, Group Secretary. 

7. Nelson-gardens, Stoke, Plymouth. Ant 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 


HOSPITAL. 
HOUSE OFFICER in Casualty, 


SENIOR 
February, 1955. 

SENIOR HOUSE OFFICER in Surgery, vacant 4th February, 
1955, at the Devonport Branch, a Surgical Unit (72 Beds). 
Recognised for the F.R.C.S. 

Applications, stating age, nationality, qualifications, and 
experience, with names of 3 referees, to be sent to— 

ARTHUR R. Casu, Group Secretary, Plymouth, 
South Devon and East Cornwall General Hospital Group. 

7, Nelson-gardens, Stoke, Plymouth. 

ROCHFORD, ESSEX. GENERAL HOSPITAL. (603 
Beds. ) Applications are invited for RESIDENT HOUSE 
PHYSICIAN (House Officer grade), pre-registration post, vacant 
ist February, 1955. ‘ 

Applications, &c. (1 testimonial only necessary from pre- 
registration applicants seeking first post), to be forwarded to 
the undersigned by 14th January, 1955. 

J.C, FOELD, Secretary. 
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PONTYPRIDD (near). 
PITAL, CHURCH VILLA‘ 
Department. 


EAST GLAMORGAN HOS- 
(316 Beds and large Outpatient 
Committee’ s Base Hospital serving population 
of 177,000. Recognise ed for M.R.C.O.G., D.Obst.R.C.0.G., 
D.C.H., F.F.A.R.C. F.R.C.S.) PONTYPRIDD AND RHONDDA 
HOSPITAL MANAGE ae COMMITTER. 

HOUSE OFFICER (surgical). 

HOUSE OFFICERS (medical). 

HOUSE OFFICER (pediatrics). 

HOUSE OFFICERS (obstetrics). 

To commence Ist February, 1955. Persons appointed will 
perform duties at other hospitals in the Group as required. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Courthouse-street, Pontypridd. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 

(1) Royal Portsmouth Hospital 

(a) HOUSE OFFICER for 15 pediatric and 15 medical beds 
—total 30. Vacant 16th January, 1955. 

(6) HOUSE OFFICER required in the Traumatic and 





Orthopedic Department (105 Beds). Duties at the Royal 
Portsmouth Hospital, Vacant now. 
(ec) HOUSE PHYSICIAN required (65 medical beds). 


Pre-registration post. Vacant 17th February. 
(2) St. Mary’ s Hospital 

HOUSE PHYSICIAN required (74 medical beds). Pre- 
registration post. Vacant 24th February. 

Applications, stating age, experience, and qualifications, 
together with names of 2 referees, should be forwarded as soon 
as possible to L. C. ROGERs. 

_35, Grove-road South, Southsea. 





COMMITTEE. Applications are invited for the appointment of a 
JUNIOR HOSPITAL MEDICAL OFFICER in the Area 
Department of Diseases of the Chest, for duty in the Reading 
Chest Clinic. Starting salary within the scale will be fixed by 
agreement with Ministry of Health, according to qualifications 
and experience. 

Applications, stating age and qualifications, together with 

names of 3 referees, should be sent to the Group Secretary at 3, 
Craven-road, Reading. 
READING. BATTLE HOSPITAL. (374 Beds.) Appli- 
cations are invited from registered and provisionally registered 
medical practitioners for post of RESIDENT JU NIOR HOUSE 
SURGEON in the Area Accident and Orthopedic Department, 
vacant Ist March, 1955. F.R.C.S. recognised. Also casualty 
duties. Salary £425-£525 p.a., less £125 board-residence. 

Apply, stating age, qualifications with dates, nationality, 
present post, with copy of 1 recent testimonial, to Secretary. 
READING. ROYAL BERKSHIRE HOSPITAL. (403 
Beds.) Applications are invited from registered and provisionally 
registered medical ae rs (Male or Female), for the post 
of RESIDENT JUNIOR HOUSE SURGEON (general surgery), 
vacant 21st February, 1955, for a period of 6 months. Salary 
£425-£525, according to experience, less £125 board-residence. 

Write, stating age, qualifications with dates, nationality, 
present post, with copy of 1 recent testimonial, to the Secretary. 
READING. ROYAL BERKSHIRE HOSPITAL. (403 
Beds.) Applications are invited from registered and provisionally 
registered medical practitioners (Male or Female) for the resident 
post of JUNIOR HOUSE SURGEON (E.N.T.), vacant 21st 
February, 1955. Salary £425-—£525 p.a., less £125 board-residence. 

Write, stating age, qualifications with dates, nationality, with 
copy of 1 recent testimonial, to Secretary. ; 
REDHILL COUNTY HOSPITAL. Redhill Group Hos- 
PITAL MANAGEMENT COMMITTEE. REGISTRAR in Obstetrics 
ind Gynecology. Whole-time resident appointment recognised 
for M.R.C.O.G., in unit of 52 maternity, 23 gynecological beds. 

Application forms from Group Secretary, Earlswood Mount, 
tedhill, Surrey. y es Pre 
RETFORD, NOTTINGHAMSHIRE. RAMPTON HOS- 
PITAL. (1143 Beds.) BOARD OF CONTROL. REGISTRAR at 
ibove Hospital for mental defectives with conduct disorders. 
Post offers exceptional opportunity for study of and research 
nto psychopathic behaviour and delinquency. Hospital is 
nodern and recognised for D.P.M. in mental deficiency. Appli- 
‘ants must be registered medical practitioners. Previous experi- 
‘nce in general psychiatry an asset. Appointment on National 
Health Service conditions of service and superannuation 
regulations. Furnished quarters, attendance and food, or house 
m estate, provided at appropriate charges. 

Applications, stating name, date and place of birth, nationality, 
letails of education, professional qualifications, war service, 
yresent and previous appointments and names of 3 referees, to 
Medical Superintendent, Rampton Hospital, Retford, Notts, 
»y 29th January, 1955. Envelope to be marked A/R. Canvassing 
n any form leads to disqualification. Candidates may visit 
Hospital by appointment with Medica! Superintendent. 


ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER in Pathology rgqnired 
n this large general hospital coutaining well-equipped laboratory 
vhere excellent opportunities exist fur gaining extensive 
‘xperience. 

Applications should be sent immediately to Group Secretary, 
tomford Group Tlospital Management Committee, Oldchurch 
Hospital, Romford. it 
ROMFORD, EX. OLDCHURCH HOSPITAL. (722 
jeds.) ORTHOPACDIC HOUSE SURGEON (resident) required 
n the Orthopedic and Accident Unit from 26th Jannary, 1955. 
Che service consists of 100 beds equally divided between 
raumatic surgery and “ cold a Post is recognised 
or pre-registration purposes and for F.R.C.S. 

Applications to be sent to Group Sec a. Romford Hospital 
Management Committee, Oldchurch Hospital, as early as 
vossible. 








ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) RESIDENT SENIOR HOUSE OFFICER in Anes- 
thetics required from mid-February, 1955. Post recognised for 
F.F.A.R.C.S. Excellent opportunities exist at this Hospital for 
gaining tuition and experience in the administration of 
anesthetics. The equipment is the most modern available. 

Apply, giving full particulars, to Group Secretary, Oldchurch 
Hospital, as soon as possible. 


ROTHERHAM. DONCASTER GATE HOSPITAL. (161 
Beds. Recognised for the D.A.) SHEFFIELD REGIONAL HOSPITAL 
BOARD. Whole-time RESIDENT REGISTRAR (anesthetics) 
required. Pcst becomes vacant 2nd March, 1955. Appointment 
for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road. Sheffield, by 17th January, 1955, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 


SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications invited for the 
appointment of RESIDENT HOUSE SURGEON for a period 
of 6 months from 6th March, 1955. The post is open to pre- 
registration candidates. 

Apply, naming 2 referees, to Group Secretary, Odstock 
Hospital, Salisbury. 
SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the appointment of RESIDENT HOUSE SURGEON/ 
HOUSE PHYSICIAN to run consecutively in this order from 
19th February, 1955, for a period of 6 months in each post. The 
post is open to pre-registration candidates. 

Apply, naming 2 referees, .to Group Secretary, Odstock 
Hospital, Salisbury. 


SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment of 
SENIOR REGISTRAR in Obstetrics and Gynecology, at 


Bangour Hospital, Broxburn, West Lothian. The person 
appointed will be required to reside in Hospital. The post is 
subject to the terms and conditions of the National Health 
Service. d 

Applications, giving particulars of age, qualifications and 
previous experience, together with the names of 3 referees. 
should be submitted to the Secretary, South-Eastern Regional 
Hospital Board, Scotland, 11, Drumsheugh-gardens, Edinburgh, 
3, by 29th January, 1955. : 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of 
REGISTRAR in Anesthetics based at the Royal Infirmary, 
Glasgow, which will be for 1 year in the first instance. This 
appointment is subject to the National Health Service (Scotland ) 
superannuation regulations. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Uospital Board, 
64, West_ Rege nt-street, _ Glasgow, by 31st January, 1955. 


SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of 
REGISTRAR in E.N.T. — ry based at the Royal Infirmary, 
Glasgow, which will be for 1 year in the first instance. This 
appointment is subject to the National Health Service (Scotland ) 
superannuation regulations. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, by 3lst January, 1955. 


SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of 
REGISTRAR in Obstetrics and Gynecology based at Stobhill 
Hospital, Glasgow, which will be for 1 year in the first instance. 
This appointment is subject to the National Health Service 
(Scotland ) superannuation regulations. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the namer of 3 referees, 
to reach the Secretary, Western Regional Hospitai Board, 
64, West Regent-street, Glasgow, by 31st January, 1955. 


SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
ROYAL INFIRMARY UNIT«& Applications are invited for the non- 
resident post of REGISTRAR in Neurosurgery at the above 
Hospital. 

Applications, stating age, qualifications, and experience, with 

the names of 3 referees, should be sent to the Chief Administrative 
Officer, The United Sheffield Hospitals, West-street, Sheffield, 1 
before 7th March, 1955. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
ROYAL INFIRMARY UNIT. Applications invited for the non- 
resident post of SENIOR REGISTRAR in Neurosurgery at 
the above Hospital. An appointment was recently made to this 
post but the successful applicant has since obtained a Consultant 
post elsewhere and has therefore withdrawn. 

Applications, stating age, qualifications, and experience, s 
the names of 3 referees, should be sent before 7th March, 1955 
the Chief Administrative Officer, The United Sheffield Hospitals, 
West-street, Sheffield, 1. _ : ae 
SHEFFIELD. CITY GENERAL HOSPITAL. Department 
OF PATHOLOGY GROUP LABORATORY. Applications are invited 
for the appointment of SENIOR HOUSE OFFICER (clinical 
pathology) vacant Ist February, 1955. Resident accommoda- 
tion is available and optional. Opportunities for training in 
morbid anatomy, biochemistry, hematology and_ bacteriology. 
The work at this and the associated hospitals offers excellent 
experience to graduates who wish to make pathology their 
permanent career. The post is recognised for the D.Path. 

Apply, giving details of age, qualifications, present and 
previous appointments with dates, and the names of 2 persons 
to whom reference may be ye to the Group Secretary af 
Nether Edge Hospital, Sheffield, 
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SHEFFIELD. LODGE MOOR HOSPITAL. (496 Beds.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
REGISTRAR (infectious diseases) required. Appointment for 
1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 17th January, 1955, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
SCUNTHORPE LINCOLNSHIRE. WAR MEMORIAL 
HOSPITAL. 267 Beds.) SCUNTHORPE HOSPITAL MANAGEMENT 
COMMITTEE. Vacancy for RESIDENT HOUSE SURGEON 
(Senior House Officer) end of January—combined post general 
surgery and gynecology. 

Applications, naming 2 referees, to Group Secretary. 


ST. ALBANS (near), HERTFORDSHIRE. SHENLEY 
HOSPITAL. (2285 Beds.) Applications are invited for the post 
of SENIOR HOUSE OFFICER (psychiatric), resident or non- 
resident, for 1 year in the first instance, at Shenley Hospital, 
16 miles from London. Opportunity for work with neurotic 
as well as psychotic patients, and full facilities for D.P.M. 
training. The Hospital may be visited by appointment. 

Applications to the Medical Superintendent. 
ST. HELENS AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. The following Resident House Officer posts 
become vacant on Ist March : 

St. Helens Hospital (196 Beds) 
HOUSE SURGEON, 
Whiston Hospital, Prescot (892 Beds) 

HOUSE PHYSICIAN. 

HOUSK SURGEON (general). 

HOUSE SURGEON (orthopedic). 
All the above posts are recognised for Pre-registration Service. 

Applications, stating age, date of qualification and experience, 
and giving 2 names for reference, should be forwarded to the 
Secretary, Group Office, Whiston Hospita!, Prescot, immediately. 


STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE OFFICER (medical) required. 
Post vacant 12th January. Recognised for pre-registration 


experience. 

Applications, with copy testimonials, to the Group Secretary, 

Hospital Management Committee, Princes-road, Stoke-on-Trent, 
as soon as possible. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
HOUSE OFFICER (general surgery) required, vacant shortly. 
Hospital recognised for F.R.C.S. examination, aud post recog- 
nised for pre-registration. 

Apply, with copy testimonials, stating age, nationality and 
full details of previous service, to the Group Secretary, Hospital 
Management Committee, .Princes-road. Stoke-on-Trent. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
SENIOR HOUSE OFFICER in Obstetrics and Gynecology 
required. This is a new post and recognition for M.R.C.O.G. 
and D.Obst.R.C.0.G, has been applied for (2 House Officer 
posts already recognised ). 

Applications, with copy testimonials, to Group Secretary, 

Hospital Management Committee, Princes-road, Stoke-on-Trent, 
as soon as possible. 
STOCKPORT INFIRMARY. (163 Beds.) Applications 
are invited for 3 HOUSE SURGEON (pre-registration ) posts. 
General Surgery and Ophthalmology (rec a for the F.R.C.S. 
and D.O.M.S.); General Surgery and E.N.T. (recognised for 
the F.R.C.S. and D.L.O.) ; General Surgery and Gynecology 
(recognised for the F.R.C.S.). All posts vacant mid-January. 

Applications, stating age, qualifications, and experience, 
together with copies of 2 testimonials, to be addressed to the 
Group Secretary, 598, Shaw-heath, Stockport, Cheshire. 


SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. (278 Beds.) CASUALTY OFFICER/SENIOR HOUSE 
OFFICER (orthopeedic ). Required for the above Hospital 
(Orthopredic Unit 74 Beds) in January. This Hospital is the 
centre to which all trauma from a large industrial town and 
port is directed, thus providing excellent experience in the 
treatment of traumatic conditions. 

Applications, with copies of testimonials, to be submitted as 
soon as possible to the Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 


SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. (278 Beds.) ORTHOPADIC HOUSE SURGEON 
required. Post’ recognised for Pre-registration Service and 
tenable for 6 months. This Hospital is the centre to which all 
trauma from a large industrial town and port is directed, thus 
providing excellent experience in the treatment of traumatic 
conditions ; patients with orthopedic conditions are also drawn 
from a wide area. 

Applications, with copies of testimonials, should be sent as 
soon as possible, to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 


SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for 2 appointments as 
Whole-time REGISTRARS in Chest Diseases to fill vacancies in 
the approved trainee establishment at Preston Hall Hospital, 
British Legion Village, Maidstone, Kent. The appointments will 
be for work in gene ral tuberculosis and will provide experience 
with a major Surgical Unit and also at chest clinics. Candidates 
must have had good experience in general medicine and in the 
diagnosis and treatment of pulmonary tuberculosis in adults. 
The appointments will be in accordance with the terms and 
conditions of service of hospital medical and dental staffs 
(England and Wales), and will be for 1 year in the first instance. 

Applications, giving particulars of age, qualifications, and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland- place, London, W.1, not later than 22nd January, 
1955. 
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SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for a whole-time appoint- 
ment as RESIDENT SURGICAL OFFICER to fill a vacancy 
in the approved establishment at the Dartford Group of hospitals, 
as from Ist April, 1955. The salary will be £965 p.a. and the 
appointment will be in accordance with the terms and conditions 
of service of hospital medical and dental staffs (England and 
Wales), and will be for 1 year in the first instance, renewable for 
a further year. 

Applications, giving particulars of age, qualifications, and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
ag ee South East Metropolitan Regional Hospital Board, 

, Portland-place, W.1, not later than 22nd January. 1955. 
SLOUatT BUCKINGHAMSHIRE. UPTON HOSPITAL. 
SENIOR HOUSE OFFICER required for Obstetric and 
Gynecological Department. Preference given to applicants 
with general and obstetric experience. 

Applications, stating age, experience, and qualifications, with 
testimonials, to Hospital Secretary be fore 21st January. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum HOU SE OFFICER (casualty) required, 1 of 2, for busy 
Casualty Department. 

Applications, stating awe, qualifications, with names of 2 
referces, to Hfospital Secretary. 

SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum SE NIOR HOUSE OFFICER (gynecology) required. 

Applications, stating age, experience and qualifications, 
together with 2 testimonials, to Hospital Secretary. 

SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
SENIOR HOUSE OFFICER (medical) required for post vacant 
Ist February. 

Applications, stating age and qualifications, with 2 testi- 

monials, to Hospital Secretary before 14th January. 


SULLY HOSPITAL, Sully, Penarth, Glamorganshire. 
(324 Beds.) THORACIC CENTRE. CARDIFF HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER (medical) required to 
commence Ist March, 1955. Experience gained in investigation 
and treatment of lung and heart conditions. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee. 44, Cathedral-road, Cardiff. 


SWINDON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. VICTORIA HOSPITAL, SWINDON. Applications invited 
for post of RESIDENT SENIOR HOUSE OFFICER (anes- 
thetics) for the Swindon hospitals. Post is recognised for the 
D.A. Approved salary, conditions, &c. 

Apply, with copies ot 3 recent testimonials, to Secretary, 7, 
Okus-road, Swindon. ; 
TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. RESIDENT SURGICAL REGIS- 
TRAR required at above Hospital. Hospital may be visited 
by direct appointment. 

Application forms obtainable from, and returnable to, Secre- 

tary, Windsor Group Hospital Management Committee, Alma- 
road, Windsor, by 23rd January. 
TAUNTON HOSPITAL MANAGEMENT COMMITTEE. 
TAUNTON AND SOMERSET HOSPITAL. Applications are invited 
for the post of HOUSE OFFICER (general surgery), vacant 
from 15th January, 1955. (Recognised for pre-registration 
candidates.) Recognised for the F.R.C.S. 

Applications, stating age, nationality and qualifications. 
together with the names of 2 referees, should be forwarded 
immediately to the Group Secretary, Taunton and Somerset 
Hospital, Musgrove Park Branch, Taunton, Somerset. 


WARRINGTON INFIRMARY. Applications are “invited 
from qualified practitioners for the vacancy of RESIDENT 
AN#STHETIST (Senior House Officer grade), Male or Female, 
at the Warrington Infirmary. The Infirmary is recognised for the 
D.A. examination. Scale of salary £745 p.a., less £130 p.a. for 
residential emoluments. 

Applications to— 

H. L. Boor, Group Secretary, 

Warrington and District Hosyital Management Committee. 

c/o General Hospital. Warrington, Lancs. ao 
WARRINGTON GENERAL HOSPITAL. (368 Beds.) 
Applications are invited for RESIDENT HOUSE PHYSICIAN 
(Male or Female), recognised for pre-registration. National 
Health Service terms and conditions. The appointment offers a 

wide and comprehensive experience in general medicine, including 
acute medical, peediatric, and _ infectious diseases. Staffing of 
the Medical Unit consists of a Registrar, Pediatric Senior House 
Officer, and 2 House Physicians. 

Applications should be forwarded to— 

. L. Boor, Group Secretary 

Warrington and ‘District Hospital Management Committee. 

c/o General Hospital, Warrington, Lancs. __ 
WELSH REGIONAL HOSPITAL BOARD. 

SENIOR REGISTRAR (psychiatry), Morgannwg Hospital, 
Bridgend (all modern treatments, active outpatient clinics, 
Child Guidance Clinic and Psychological Department). Accom- 
modation available. 

REGISTRAR (obstetrics and gynecology), Liwynypia Hos- 
pital, Rhondda (resident). 

REGISTRAR (general surgery) (resident /non-resident ), 
Morriston Hospital, Morriston, near Swansea. 

Subject to review end of first year. 

Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 


WORCESTER ROYAL INFIRMARY. Applications invited 
for post of RESIDENT ANAZSTHETIST (Senior House Officer 
status) now vacant and tenable for 1 year. The post is recog- 
nised for the Diploma in Anesthetics and the holder may expect 
to gain a great deal of experience with emergency work. 

Applications, with copies of 3 testimonials, to be sent to the 
Secretary. 
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WEYMOUTH AND DISTRICT HOSPITAL. 
HOUSE SURGEON required (Male or Female). 
tg and tenable for 6 months. 
.R.C.S. examination and approved for Pre-registration Service. 
Applications, stating age, experience, qualifications and 
nationality, together with copy testimonials, to Group Secretary, 
West Dorset Hospital Management Committee, Damers-road, 
Dorchester, Dorset, immediately. 
WIGAN (near). WRIGHTINGTON HOSPITAL. Senior 
HOUSE OFFICER required for Ist April, 1955, for this 352- 
bedded hospital which is the Manchester Regional Centre for 
orthopeedic tuberculosis. 


(124 Beds.) 
Post. vacant 
Recognised for 


Apply to the Consultant Surgeon-Superintendent with 2 
references. 2 
WINDYGATES, FIFESHIRE. CAMERON 1.D. HOS- 


PITAL. RESIDENT HOUSE PHYSICIAN required for 6 months 
as from Ist February, 1955. The post is recognised for Pre- 
registration Service. The Hospital consists of 100 infectious 
diseases beds including 12 for treatment of tuberculous menin- 
gitis, and 30 chronic sick beds. Salary in accordance with 
national seale. 

Apply, with copies of 2 recent testimonials, 
Superintendent, East Fife 
243A. High-street, Kirkcaldy. 
WOKING AND CHERTSEY HOSPITAL MANAGEMENT 
COMMITTEE. 8ST. PETER’S HOSPITAL, CHERTSEY (460 Beds), AND 
ROWLEY BRISTOW HOSPITAL, PYRFORD (200 Beds). SENIOR 
ORTHOPAEDIC REGISTRAR required from Ist March, 1955, 
for above 2 hospitals with a total of 320 orthopedic beds. The 
hospitals may be visited by arrangement (Tels. : St. Peter’s 
Ottershaw 441, Rowley Bristow, Byfleet 3000). 

Application forms may be obtained from, and must be returned 

by 25th January, 1955, to, Secretary, Woking and Chertsey 
Hospital Management Committee, ‘* Huntington,’’ Chertsey, 
Surrey. 
WOODFORD BRIDGE, WOODFORD GREEN, ESSEX. 
CLAYBURY HOSPITAL (for nervous and mental disorders). Appli- 
cations are invited for the post of Full-time SENIOR HOU RE 
OFFICER (resident or non-resident). Board-residence for an 
unmarried applicant, for which a charge of £150 p.a. will be 
made, is available. The Hospital has over 2000 Beds and an 
admission-rate of over 1000 a year. All forms of treatment are 
undertaken and outpatients clinics at general hospitals are run 
by the Hospital staff. Clinical conferences and seminars for the 
D.P.M. candidates are held weekly and facilities will be offered 
to attend lectures in London (1 hours’journey). Previous general 
but not psychiatric experience necessary. 

Applications, with full particulars and the names and addresses 
of 2 referees, to be sent to Physician-superintendent not later 
than 14 days after the appearance of this advertisement. 
WOODFORD GREEN, ESSEX. HARTS HOSPITAL. 
(100 Beds.) HOUSE OFFICER required, post vacant 26th 
January, 1955. The Hospital is a modern sanatorium with a 
Thoracic Surgical Unit and area chest clinic. The post offers 
exceptional opportunity for gaining experience in tuberculosis 
and diseases of the chest. The Hospital is close to the under- 
ground railway and within easy reach of Central London. 

Applications, with copy of a recent testimonial, should be 
sent to the Secretary, Forest Group Hospital Management 
Committee, Langthorne-road, E.11. 

WOLVERHAMPTON GROUP. 
The Royal Hospital, Wolverhampton (An Associated 
Hospital of the University of Birmingham Medical School) 


to the Medical 
Hospitals Board of Management, 


*2 HOUSE OFFICERS (general surgery), vacant early 
January. 
HOUSE OFFICER (Ear, Throat, and Nose Department), 


vacant now. 
Women’s Hospital, Wolverhampton 

*HOUSE OFFICER (gynecological and obstetric ). 

ment recognised for M.R.C.O.G. Vacant 5th February. 

*Approved for Pre-registration Service. 

Applications, with copies of 3 recent testimonials, to be sent 
to Group Secretary, The Royal Hospital, Wolverhampton. 
WORKSOP. VICTORIA HOSPITAL. (127 Beds. Recog- 
nised for training for F.R.C.S.) SHEFFIELD REGIONAL HOSPITAL 
BOARD. Whole-time RESIDENT SURGICAL REGISTRAR 
required with some duties also at Kilton Hospital, Worksop 
190 Beds). There are 125 acute surgical beds at these hospitals 
and the post offers broad training in general surgery, E.N.T., 
wthopeedic and traumatic surgery. Appointment for 1 year in 
the first instance. 

Apply Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 17th January, 1955, giving age, 
nationality, qualific ‘ations, present and previous appointments 
with dates, naming 3 referees. 

YORKSHIRE. EAST RIDING HOSPITAL MANAGE- 


MENT COMMITTEE. 
East Riding General Driffield, Yorkshire 
(247 Beds) 
SENIOR HOUSE PHYSICIAN, vacant now. 
Detailed applications, with references, 
Westwood Hospital, Beverley, Yorkshire. 


Appoint- 


Hospital, 


Salary £745. 
to Group Secretary, 


BALTIMORE, MARYLAND, U.S.A. FRANKLIN 
{QUARE HOSPITAL. ROTATING INTERNSHIPS available. 
‘ully approved, Council on Medical Education, American 


Medical Association. p 
pegyeaees to Franklin 

Md., then het 

SobTON. MASS., U.S.A. 


Square Hospital, Baltimore 23, 
BETH ISRAEL HOSPITAL. 
\pplications are invited for ASSISTANT RESIDENTS in 
Pathologic Anatomy at above Hospital, a 350-bed teaching 
1ospital of Harvard Medical School. Appointments are open 
veginning Ist July or Ist September, 1955, and are renewable 
annually. 4-year training course approved by American 
Medical Association. Cash stipend plus board and residence. 
Apply Pathologist, Beth Israel Hospital, Boston, 15, Mass. 





Public Appointments 


ROYAL ARMY MEDICAL CORPS. 
and terms of service see page 34. 
CIVIL SERVICE COMMISSIONERS invite applications 
for 9 permanent posts for PSYCHOLOGISTS at Industrial 
Rehabilitation Units under the Ministry of Labour and National 
Service ; and for 1 temporary post for a SENIOR PSYCHOLO- 
GIST (with permanent appointment as Psychologist). Age for 
the Psychologist posts : at least 21 and under 31 on Ist June, 
1954, with extension for Regular Forces’ service ; for the 
Senior Psychologist post, at least 27 on Ist June, 1954. 

All candidates must possess one of the following qualifica- 
tions : 

(a) A first or second class honours degree of a recognised 

University in which psychology was taken as a main subject. 

(b) A higher degree in psychology. 

(c) A Bachelor of Education degree of a Scottish University 

or of the University of Belfast. 

(d) A postgraduate Diploma in Psychology, 

2 years systematic study. 

(e) Fellowship of the British Psychological Society. 

(f) Associateship of the British Psychological Soc iety (subject 

to certain conditions). 

Candidates who expect to obtain 1 of these qualifications 
shortly after the date for the submission of applications may be 
considered. Exceptionally a candidate may be accepted if he 
has at least 3 years responsible professional experience. 

London remuneration (including extra duty allowance, where 
payable) Senior Psychologist £993-£1328 (men), £880—£1161 
(women). Psychologist £510 (at age 21)-€1117 (men), £999 
(women). Starting-pay up to £874 (men), £847 (women) at 
age 30 or over on entry. Promotion prospects. 

Particulars and application forms from Secretary, Civil Service 
Commission, Burlington-gardens, London, W.1, quoting No. 
118/55. Application forms to be returned by 3rd February, 1955. 


FLINTSHIRE COUNTY COUNCIL. (Population 145,100.) 
Applications are invited for the appointment of DEPUTY 
MEDICAL OFFICER OF HEALTH (Male), from duly qualified 
and registered medical practitioners holding the Diploma in 
Public Health or similar qualification. Salary £1450 p.a., rising 
by annual increments of £50 to £1700 p.a., plus a car allowance. 
The appointment is superannuable and the successful candidate 
will be required to satisfy a medical examination. 

Form of application and further particulars can be obtained 
from the undersigned and applications should be returned not 
later than 25th enneery. 1955. 

HuGu Jones, Clerk of the County Council. 

County Buildings. Mold. 


NEWPORT. COUNTY BOROUGH OF NEWPORT. 
DEPUTY MEDICAL OFFICER OF HEALTH, DEPUTY 
PRINCIPAL SCHOOL MEDICAL OFFICER AND DEPUTY 
PORT MEDICAL OFFICER. Salary £1166-£50-£1416 p.a. 
Particulars and forms of application to be returned by 
29th January, 1955, from Medical Officer of Health, Civic Centre, 
Newport, Mon. G. ILes, Town Clerk. 


NORFOLK. COUNTY OF NORFOLK. The Norfolk 
County Council and the County District Councils concerned 
invite applications from registered medical practitioners holding 
the Diploma in Public Health for the whole-time appointment 
of ASSISTANT COUNTY MEDICAL OFFICER AND 
DISTRICT MEDICAL OFF ‘LC ER OF HEALTH for the under 
mentioned area :— 

Area No. 7 

Downham Urban District. 

Downham Rural District. 

Marshliand Rural District. 

Apportionment of duties :— 

Assistant County Medical Officer—7/11ths. 

District Medical Officer of Health—4/11ths. 

Combined salary scale £1363-£1618. Travelling and subsistence 
expenses will be paid in accordance with the County Council’s 
seales. The person appointed will act as Assistant County Medical 
Officer under the direction of the County Medical Officer and as 
District Medical Officer of Health he will be subject to the instruc- 
tions of the District Councils concerned. 

Application forms, tokether with further particulars of the 
appointment, can be obtained from the County Medical Officer, 
29, Thorpe-road, Norwich, to whom — forms should be 
returned not later than 19th January, 1955. 





For new conditions 


following at least 


NEW SOUTH WALES DEPARTMENT OF PUBLIC 
HEALTH, AUSTRALIA. SENIOR MEDICAL OFFICERS, Division 
of Mental Hygiene. Applications are invited for the above 
positions. Salary £A1750 p.a. Applicants must be legally 
qualified medical practitioners. The selected applicants may 
be appointed to 1 of the following Mental Hospitals : Callan 
Park, Rozelle ; Gladesville ; Rydalmere ; Psychiatric Clinic, 
Broughton Hall, Leichhardt—Located in Sydney Metropolitan 
Area ; Newcastle—Located 107 miles north of Sydney ; Stock- 
ton—Located 3 miles from Newcastle on the coast ; Morisset 

Located 30 miles south of Newcastle ; Kenmore, via Goulburn 

Located 134 miles south west of Sydney ; Orange—Located 
166 miles west of Sydney. Applicants must be in possession of 
the Diploma of Psyc hologic al Medicine or equivalent qualifica- 
tions. Previous experience in a mental hospital in a similar 
capacity would be an advantage. Unfurnished residence available 
at attractive rental for married appointees ; board and lodging 
available for single appointees. First-class shipping fares to 
Sydney of appointees and families will be paid. Appointees will 
be eligible, subject to medical examination, to contribute to the 
State Superannuation Fund. 

Applications (6 copies), together with 6 copies of testimonials 
and other supporting documents, should be lodged at the office 
of the Agent General for New South Wales, 56/57, Strand, 
London, W.C.2, by 17th January, 1955. No special forms of 
application are available. 
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NEW SOUTH WALES DEPARTMENT OF PUBLIC 
HEALTH, AUSTRALIA. MEDICAL SUPERINTENDENT, Psych- 
iatric Clinic, Broughton Hall, Sydney, Division of Mental 
Hygiene. Applications are invited for the above position. 
Salary £A2250 p.a. Applicants must be in possession of the 
Diploma of Psychological Medicine, have had extensive experi- 
ence in treatment and care of the neuroses and psycho-neuroses 
and will be required to lecture and demonstrate to medical 
practitioners, medical students, &c., for which certain fees are 
paid. Residence available for married or single officer. Subject 
to medical fitness, appointee will be eligible to contribute to a 
subsidised superannuation fund. First-class shipping fare of 
appointee and family to Sydney will be paid. 

Applications (6 copies), together with 6 copies of testimonials 
and other supporting documents, should be lodged at the office 
of the Agent queneral for New South Wales, 56/57, Strand, 
London, W.C.2, by 17th January, 1955. No special forms of 
application are : available. 

HER MAJESTY’S LEGATION AT BUCHAREST. 
Applications are invited for the post of MEDICAL OFFICER. 
Candidates should be British by birth, Male, preferably single 
and should for preference have surgical as well as medical 
qualifications. Duties would be mainly clinical and would 
include medical care of staff of Her Majesty’s Legation and their 
families, together with limited number of staffs of other diplo- 
matic missions in that city. Appointment would carry (a) taxable 
salary of between £760 and £1230 p.a. depending on the 
candidate’s age ; (6) non-taxable allowance at present amounting 
to about £1215 p.a. A rent allowance to cover cost of furnished 
accommodation would be provided. Appointment which would 
carry diplomatic status, would be for 1 year in the first instance. 

Write, giving date of birth, education, full details of qualifi a: 

tions and experience of posts held (including dates), to E.F. 534, 
Appointments Officer, mk of Labour and National Serv ice, 
i-6, Tavistock-square, W.C.1, by 31st January, 1955. No 
original testimonials should sent. 
SURREY COUNTY COUNCIL. Appointment of Assistant 
MEDICAL OFFICER. Applications are invited for this full-time 
appointme nt. Applicants should possess either the D.P.H. or 
D. - The main duties will be in connection with the School 
Health and Maternity and Child Welfare Services. Salary 
according to experience on the grade £950-£50-£1300 p.a. The 
appointment is ry to satisfactory medical examination, to 
the provisions of the Local Government Superannuation Acts, 
1937-1953, and to 3 months notice on either side. 

Application form from the County Medical Officer, 

Lorry Kingston-on-Thames, to be returned by 22nd 
Poo, 

TREASURY MEDICAL SERVICE. Applications are 
invited from medical practitioners, practising in the districts 
detailed below, for appointment, in a part-time and mainly 
advisory capacity, as LOCAL TREASURY LEDICAL 
OFFICER for each of the places or groups of places shown. 
The town shown in brackets after the place-names indicates 
the Head Post Office Area in which the place, or group of 
places, is situated. Successful applicants will be required to 
examine and report on the condition of certain Government 
Officers, teachers, candidates for appointment, &c., who may be 
referred to them from time to time; and to attend when 
summoned to an emergency case of accident or sudden illness 
occurring in a Government office in the neighbourhood. Fees 
for this work, and mileage allowance where necessary, will be 
paid on a scale agreed with the British Medical Association. 

Intending applicants should write, within 14 days, to Treasury 
Medical Adviser, Treasury Chambers, Whitehall, 8.W.1, for a 
form on which application may be made. Applicants should 
be not more than 60 years of age. 

The places for which applications are invited are as follows : 

ENGLAND AND WALES 

Askern, Campsall, Norton and Womersley (Doncaster). 

Harrogate (Harrogate ). 

Surbiton (Kingston-on-Thames ). 

Leeds S.E. (Leeds). 

Ventnor (Ventnor I. 





County 
January, 


of W.). 
SCOTLAND 

Barrhill and Pinwherry (Girvan). 

WARWICKSHIRE COUNTY COUNCIL. County Medical 
OFFICER OF HEALTH’S DEPARTMENT. Appointment of ASSIS- 
TANT COUNTY MEDICAL OFFICER OF HEALTH (Male 
or Female). Applications are invited from registered medical 
practitioners for the above permanent appointment. Preference 
will be given to those holding the D.P.H. or D.C.H. and with 
previous experience. Salary and conditions will be in accordance 
with the Whitley Council. The candidate will be required to 
yrovide a motor-car in the performance of duties, for which 
Vhitley Council scale allowances are payable. 

Further particulars (including details of area and duties) and 
application forms may be obtained from the County Medical 
Officer of Health, Shire Hall, Warwick. Closing date for applica- 
tions is 28th January, 1955. 

L. EDGAR STEPHENS, Clerk of the Council. 
Hall, Warwick, 30th December, 1954. 


General Practice 


For an Executive Council post (England and Wales) apply on form E.C.16a 
obtainable from the council. Mark envelope “Vacancy * 


DUMFRIESSHIRE EXECUTIVE COUNCIL. Applica- 
tions are invited for succession as from Ist April, 1955, to a 
Rural Medical Practice at Thornhill (resignation of [r. J. 
Watson). Approximately 2000 persons on list. House and 
surgery may be available. Further particulars may be obtained 
from the undersigned, with whom applications by letter, statin 
age, qualifications and experience, together with the names of 
3 referees, should be lodged by 22nd January, 1955. 
35, Castle-street, Dumfries. WILLIAM Dopps, Clerk. 


Shire 











Applications invited for 


BRADFORD, YORKSHIRE. 
at present approximately 


VACANCY (urban district). List 


2450. Residence and surgery available. Apply on E.C.16<A 
before 22nd January, 1955, to : 
Ss. G. Hemmns, A.c.1.1., Clerk, Bradford Executive Council. 


Bank House, 30a, Manor-row, Bradford, Yorks. 
WEYBRIDGE, SURREY. Applications invited ‘for death 
VACANCY in above Urban area. List about 2300. Residence, 
including surgery, may be available. “ Intermediate” area. 

Applications on Form .16a to reach the undersigned on or 
before 26th January, 1 

. Be NNETT, Clerk, Surrey Executive Council. 
, Ewell- cond. Surbiton, Surrey. 


a Services : Non-Medical Appointments 


DUMFRIES. CRICHTON ROYAL MENTAL HOSPITAL. 
BIOCHEMIST (Senior grade—non-medical) required. The 
successful candidate will be in charge of the routine work in the 
Hospital’s Laboratory but his main duty will be research work 
carried out under the Director of Clinical Research. Salary in 
accordance with Whitley scales, viz. : #£835-£40-£1035-£25 
£1060—£20-£1080. Small house available. 

Applications, stating qualifications, age and experience, 
together with the names of 2 referees, should be sent to the 
Physician-Superintendent. 


Miscellaneous 
To non-professional posts the Notification of Vacancies Order 1952 applies. 


Applications are invited from registered medical practi- 
tioners for the post of part-time Medical Officer to the Avon- 
mouth mill of The British Oil and Cake Mills Ltd. Amount of 
time to be spent in the mill will be 6 hours per week. Salary 
£450 p.a. The successful candidate will be required to undertake 
all the duties of an industrial medical officer at the mill. Candi- 
dates, who should preferably be within the age-group 29-42 
should have attained a high standard of ability in clinical 
medicine and this should be combined with interest in and 
experience of preventive and/or industrial medicine. 

Applications, giving full details of age, qualifications, training, 
and experience, accompanied by the names of 3 people from 
whom references can be obtained, should be eB my os later 
than 29th January to the Princ ipal Medical Officer, UNILEVER 
Limirep, Unilever House, Blackfriars, London, E.C.4. 
Applications are invited from registered medical practi- 
tioners for the appointment of part-time Visiting Medical 
Officer to an Old Age Home accommodating 168 men and 
women including 48 infirm, but these numbers will be increased 
to approximately 250 within the next 2 years. 2 sessions weekly 
in addition to being on-call in case of emergency. There is a 
resident trained nursing staff on duty. Salary £200 p.a., plus 
fees from National Health Service. 

Applications, stating age, nationality, qualifications, previous 
appointments, together with names and addresses of 2 referees, 
should be forwarded to the Secretary, Home for Aged Jews 
105, Nightingale-lane, 5.W.12. 

Woman with secretarial and executive experience, widely 
travelled, requires position as Secretary-Rece ptionist in Lendon. 

Address, No. 994, Tur Lancet Office, 7, Adam-street, 
Adelphi, London, W.C.2. 

Persona! services—Reasonable terms for : 
shorthan« + yping—occasional/regular engagement ; 
Sickness relief—quotations hour/day/week ;  (c) 
theses, testimonials, &c.—Telephone 
6419. 9.30 a.M.-5.30 P.M. 
Consulting-rooms, full and part time, and Houses in the 
medical area.—ELcoop & Co., 1, Bentinck-street, W.1 
(WELbeck 8974). 

yar rooms available in Harley-street.—D. Pinto 
& Co. ; nepen-etuent, W.1 (HYDe Park 2244). 

w.t ‘alee Portiand-place) suitable for residence and 
practice. Exceptionally attractive new maisonette to be let 
unfurnished. Large lofty roums; excellent cupboard space, 


E.C 




















(a) Medical 
(b) Holiday 
Copy-typing 
provisionally WELbeck 


modern appointments. For further details apply : ALLIANCE 
PROPERTY COMPANY, 12, Carlos-place, W.1 (GRO. 3968). 
Manchester. Premises at end of St. John-street com- 


prising 3 ground-floor offices, 2 first-floor offices, 2 second-floor 
offices. Total floor area 1260 square feet. Very suitable indeed 
for a group of specialists who are prepared to share this self- 
contained and compact accommodation. Rent £450 p.a. R. V. 
£13 W. H. SutTTron & Sons, 60, Spring-gardens, Manchester, 

7 epee Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimen of urine and £1 Is. fee. Hire matology. 
Biochemistry. Flame Photometry.—-WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.1 
(MUSeum 5386-7). _ » 

Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAI 
Service, Lrp., 98, Victoria-street, S.W.1 (Phone : VICtoria 
0141), who are spec ‘ialists in this kind of work. 


Microscopes. Highest prices paid for good modern types. 
Send or bring your equipment for valuation.— WALLACE HEATON 
LTp., 127, New Bond-street, ; 
Austin. The new Show Models A.30, A.40, A.50 and A.90. 
Limited number of deliveries to proven essential users.—Appli- 
cation form, brochures, easy terms, from Austin ORT be 140,144, 
Golders Green-road, Golders Green, London, N.W.11. 

Live Leeches always in stock. —Apply: R. cons & Co., 
Viaduct House, Farringdon-street, E.C 4. 

Gramophone record cabinets from £5 10s. 1. ¥ for 
illustrations. Easy Payments.—A. L. STAMFORD . = -21), 
20, College-parade, Salusbury-road, London, N.W.6. 
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Highest peak concentrations and sustained 


Pa 
therapeutic effect with "ESKACILLIN’ 


the palatable liquid oral penicillin 


Some authorities stress the value of high, if intermittent, peak penicillin serum concentrations; 
others favour lower, but sustained, plateau levels. 

With ‘ Eskacillin ’ the advantages of both patterns are available. A very high peak concentration 
is achieved within about one hour of the first dose, succeeded by a more than adequate therapeutic 


level sustained for several hours. 


‘ESKACILLIN’ 100 ‘ESKACILLIN’ 200 
‘ESKACILLIN’ 100 SULPHA 


SMITH KLINE & FRENCH INTERNATIONAL CO, 


represented by Menley & James, Limited, Coldharbour Lane, London, S.E.5 
Tel : BRixton 7851 


* Eskacillin’ is a registered trade mark 
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BENADRYL, probably one of the most potent histamine 


Ralfiet antagonists, has proved to be of great value in the treatment 


of hay-fever, urticaria, vasomotor rhinitis, angio-neurotic oedema 
from allergy om and, in the majority of cases, gives long looked-for relief in the 


skin infections and pruritic conditions associated with allergy. 


The Parke Davis range of products which include Benadryl 
provide for oral administration, topical and ophthalmic application 
and a solution for injection where, in acute allergic conditions, 


rapid action is required. 


BENADRYL CAPSULES 
BENADRYL ELIXIR 


BENADRYL CREAM 
CALADRYL 


Cream and Lotion . z NV < 
BENADRYL OPHTHALMIC A SUCCESSFUL ANTIHISTAMINE 


BENYLIN EXPECTORANT 
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BENADRYL EMPLETS 
BENADRYL PARENTERAL HOUNSLOW, MIDDLESEX 


BENA-FEDRIN Telephone HOUNSLOW 236I 
Nasal Decongestant 











